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Effective Prophylaxis, Efficient Treatment 
| . for CHIGGERS 


Now's the time the troublesome chigger mite 
starts his regular summer offensive! 

But he folds up quickly, completely—under 
the effective action of Sulfur Foam Applicators, 
Wyeth. 

These applicators distribute particles of sulfur 
evenly, thoroughly, over the body in a most 
effective medium—bland soap foam. 

N. B.: “The superiority of this form of sulfur 
over powders, ointments, pastes, etc., is without 
challenge.”’* 

During the coming chigger season, this timely 
prescription product will bring enthusiastic 
thanks from grateful patients! 


*Romeo, Z. J.: Sulfur and Soap as Effective: Pro- 
phylaxis Against “Chiggers” (Red Bugs) in the 
Army, Mil. Surgeon. 90: 437-439 (April) 1942, 
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DIGITALIS “Haskell” 


a 


American Grown 
Accurately Standardized 
Clinically Tested 
Council-Accepted 


—— 


Tablets of 1 Cat Unit in bottles of 
30 and 100 


Literature and samples gladly sent 








on request } 
CHARLES C. HASKELL & CO., Inc. J 


RICHMOND, VIRGINIA 
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Grade A Pasteurized Homogenized 
Vitex Vitamin D Milk 
Golden Guernsey Milk 

Grade A Pasteurized Milk 


Buttermilk—Butter 
FOR YOUR PROTECTION 


DIAL 5502 


$$$. 





DIAL 5501 . “Roanoke’s Most Modern Dairy” 




















THREE IMPORTANT MEN IN 
MEDICAL CARE OF THE EYES] | tiyen ONG ion 


THE GENERAL PRACTITIONER PREPARATION I!S 
The general practitioner is one of the triumvirate who care 
for the eyes. He knows that eye strain may be one of the | 

causes of ocular discomfort, nerves, and headaches. When INDICATED, USE 
an eye examination seems advisable, or when glasses are 
essential for eye and general health, improvement of vision. 


and relief of muscular disorders, he directs his patient to i 
an eye physician. The general practitioner knows the dif- VALEN T IN FE S 
ference between a medical and non-medical eye examination. 


THE EYE PHYSICIAN 

The eye physician has dedicated his life to careful exami- A potent aqueous ex- 

nation and care of ocular disorders, but he always con- 

siders them in relation to general health because he is a tract of liver with the 

medical graduate. He is sometimes able to increase eye 9 

comfort and efficiency without prescribing glasses, or he | iti i oT | 

may suggest that they be used only occasionally. When addition of 5 grains of EXTRACT 

he prescribes glasses he is careful to see that his prescription soluble iron per f | u j d LIVER 
WITH IRON| 





is accurately filled so that the patient receives the maximum 


a ep ee ee ounce. This whole liver 


| 
THE GUILD OPTICIAN extract, as manufactured ——a 


The guild optician, in turn, is a craftsman who, from the . 
eye physician’s prescription plan creates glasses of which by VALENTINE, retains 


the eye physician and general practitioner can be proud. 


the natural B, complex as 


jorneve HvSIcIAN GOOD well as the anti-anemia 
EYE PHYSICIAN = EYE 


GUILD OPTICIAN CARE factors. 
R In Virginia Your Guild Optician Is: 
E. E. BURHANS OPTICAL CO., INC. VALENTINE CO., INC. 
PRESCRIPTION OPTICIANS RICHMOND, 9, VIRGINIA 


STH FLOOR, NEW MONROE BLDG. 
254 GRANBY ST. NORFOLK, VA. 
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Accent on 


“Velvet 
Ssocteees 


hh. process used in manufacturing 
the “RAMSES”* Flexible Cushioned Diaphragm 


produces a dome which is soft and pliable and can 





best be described as being as smooth as velvet. 


This velvet-smoothness lessens the possibility of ir- 


ritation during use. 


The “RAMSES” Flexible Cushioned Diaphragm 


is manufactured in sizes of 50 to 95 millimeters in 


éradations of 5 millimeters. It is available on the 


order or prescription of the physician through any 


recognized pharmacy. 


TRADE MARK REG U § PAT OFF. 


FLEXIBLE CUSHIONED 
DIAPHRAGM 
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FOR THE 


GENERAL SURGEON 


A combined surgical course comprising general 
surgery, traumatic surgery, abdominal surgery, 
gastro-enterology, proctology, gynecological surgery, 
urological surgery. Attendance at lectures, wit- 
nessing operations, examination of patients pre- 
operatively and post-operatively and follow-up in 
the wards post-operatively. Pathology, roentgenol- 
ogy, physical therapy. Cadaver demonstrations in 
surgical anatomy, thoracic surgery, regional anes- 
thesia. Operative surgery and operative gynecology 
on the cadaver. 








THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 


(The Pionzer Post-Graduate Medical Institution of America) 


OBSTETRICS AND 
GYNECOLOGY 


A full time course, in obstetrics: lec- 
tures; prenatal clinics; witnessing nor- 
mal and operative deliveries; operative 
obstetrics (manikin). In gynecology: 
lectures; touch clinics; witnessing opera- 
tions; examination of patients pre-opera- 
tively; follow-up in wards post-cperatively. 
Obstetrical and gynecological pathology. 
Regional anesthesia (cadaver). Attendance 
at conferences in obstetrics and gyne- 
cology. Operative gynecology (cadaver). 


For Information Address 


MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, New York 19, N. Y. 
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GRADUATE SCHOOL OF MEDICINE 


(IN AFFILIATION WITH COOK COUNTY HOSPITAL) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks Intensive Course in Surgical 
Technique starting August 7, August 21, and every 
two weeks throughout the year. One Week Course 
in Colon and Rectal Surgery starts October 16. 

MEDICINE—Two Weeks Course in Internal Medicine 
starts October 16. 

GYNECOLOGY — Two Weeks Intensive Course starts 
October 2. One Week Course Vaginal Approach to 
Pelvic Surgery starts October 23. 

OBSTETRICS—Two Weeks Intensive Course starts Octo- 
ber 16. 

ANESTHESIA—Two Weeks Course Regional, Intraven- 
ous and Caudal Anesthesia. 

GASTROSCOPY—Personal Course starts October 16. 


OTOLARYNGOLOGY — Two Weeks Intensive Course 
starts October 2. 

ROENTGENOLOGY—Courses X-ray Interpretation, Flu- 
oroscopy, Deep X-ray Therapy every week. 

UROLOGY—Two Weeks Course and One Month Course 
available every two weeks. 

CYSTOSCOPY—Ten Day Practical Course every two 
weeks. 

GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES. 

TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 


Address—Registrar, 427 S. Honore Street, 
CHICAGO 12, ILLINOIS 


f COOK COUNTY ‘} 


SOBILEATE 


Choleretic—Cholagogue 


Eacu Tasret Contains 
Bite Sats 1 Grain 
Sopium Oveate 4 Grains 


To Assist in Controlling 
CONSTIPATION & INDIGESTION 
Caused by 


Biliary Stasis & Bile Insufficiency 
Supplied in bottles of 100 tablets 


THE DOMINION LABORATORIES 


RICHMOND 19, VIRGINIA 





























PRICES FOR REPRINTS 


of Articles Appearing in 
The Virginia Medical Monthly 


Trimmed Size 5 2x8 2 in. Type Page 3x6 in. 
Minimum Order 100 Copies 


100 250 500 1,000 2,000 
4pp. $3.60 $400 $485 $590 $ 825 
8 6.45 7.35 8.00 10.35 14.25 
12 9.50 10.85 12.15 15.55 22.90 
16 9.85 11.70 13.40 17.15 24.45 
20 12.10 14.40 16.35 20.00 29.90 
24 12.80 15.60 17.55 23.10 31.90 
32 16.90 20.60 23.95 33.65 45.50 


Extra for 
Covers 4.00 4.60 6.35 7.60 11.40 
Envelopes: 


Printed 2.75 4.00 5.75 8.25 14.50 
Blank  .70 1.65 3.00 5.00 10.00 


Prices F.0.B. Richmond, Va. Shipments will 
be sent postpaid if check sent with order. 


Orders must be placed before type is 
distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 
RICHMOND, VIRGINIA 











The Medical Examining Board 
of Virginia 
Will hold its Next Meeting in 
RICHMOND, SEPTEMBER 19-22, 
1944. All applications must be 
complete in the hands of the Sec- 
retary at least ten days in advance. 
For further information, write Dr. 
J. W. Preston, Secretary-Treasurer, 


Roanoke, Va., or Dr. P. W. Boyd, 
President, Winchester, Va. 

















PLATES FOR LINE 
AND HALFTONE 
PRINTING 


DRAWINGS - 


Richmond Va. ~- RETOUCHING 
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when apathy prolongs 


Many convalescent patients, faced with 
the ‘‘drab succession of dreary days’’, may 
develop a reactive depression which can 


markedly retard normal recovery. 


This depression may manifest itself in 
symptoms of apathy, hopelessness or de- 
spondency, psychomotor retardation and 


subjective weakness. 


Obviously, the physician should guard 
against undue stimulation. But when, in 


his judgment, a convalescent patient will 


convalescence 


benefit by a sense of increased energy, 
mental alertness and capacity for work, 
the administration of Benzedrine Sulfate 
Tablets will often accomplish the de- 


sited result. 


BENZEDRINE 
SULFATE TABLETS 


(racemic amphetamine sulfate) 


S 


As with any potent therapeutic agent, Benzedrine Sulfate should be administered under 
the supervision of the physician. Indications and contraindications are set forth in N.N.R. 


SMITH, KLINE & FRENCH LABORATORIES ¢ PHILADELPHIA, PA. 
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a Accident, Hospital, Sickness fain 
ny INSURANCE Way 


Onan oo An, 


For Ethical Practitioners Exclusively 
(59,000 POLICIES IN FORCE) 





For 


$5,000.00 accidental death $32.00 | 


$25.00 weekly indemnity, accident and sickness per year | 





For 


$10,000.00 accidental death $64.00 


$30.00 weekly indemnity, accident and sickness per year | 





For 


$15,000.00 accidental death $96.00 


$75.00 weekly indemnity, accident and sickness per year 





ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 





42 Years Under the Same Management 


$2,600,000.00 INVESTED ASSETS 
$12,000,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


86c out of cach $1.00 gross income 
used for members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


400 First National Bank Building, OMAHA 2, NEBR. | 





An Emblem 
of Service 





Every Prescription 
Double-Checked 


Alexandria Norfolk 

Arlington Petersburg 

Bristol Portsmouth 
® Danville Richmond 

Fredericksburg Roanoke 

Harrisonburg Staunton 

Newport News Suffolk 

® Winchester 

















For the 
Discriminating 
Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 


Exclusively Optical 




















The American Way 


| is peace, prosperity, and goodwill to- 
| ward our fellow man—to invest our | 
time in educating and | 
learning; and our money | 
in good citizens and fine | 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 


| one that maintains the highest modern 


hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 


the new. 


Cw 


John Marshall William Byrd 
Murphy Richmond 
Richmond Hotels Incorporated 
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“I can see my hammock now, hanging in the orchard . . . with 
Brownie sleeping underneath . . . and the sound of the brook 
where the kids are playing .. .” 

And so his letters go—full of the things he misses so. . . the 
little things that to him, as to all of us, add up to home. 

It happens that to many of us these important little things 
include the right to enjoy a refreshing glass of beer. Wholesome 
and satisfying, how good it is . . . as a beverage of moderation 
after a hard day’s work .. . with good friends . . . with a home- 
cooked meal. 


Men of the U. S. Navy A glass of beer or ale—not of crucial importance, surely 


say letters keep up _ _ | yet it is little things like this that help mean home to 


V-Mail letter todav! all of us, that do so much to build morale—ours and his. co 


Morale is a lot of little things i: 


(As you, Doctor, know better than most) CNOA 


Py 
~ 
« 
— 
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Bercos of lhe United Hates Medical Services ) ' 


Surceon Lewis HEERMANN 
(1779-1833) U. S. Navy 


y 


a“ ° 
M LIFE, SIR, is not more valuable than that 
of any of the other brave officers...the 


presence of a professional man to assist the 








wounded might save many valuable lives which 
may be sacrificed from loss of blood or the want 
of a surgeon.” 

Such was the reply of Surgeon Lewis Heer- 
mann to Decatur when advised to seek safety 
during the battle of Tripoli Harbor in 1804. 
Those words became immortal, for they echo the 
sentiments of all physicians of the U.S. Navy. 
Physicians serve today, as they did 140 years 
ago, in the thick of battle, placing the welfare of 


their men above any thought of personal safety. 


Ciba Pharmaceutical Products, Inc. salutes 
the men in the Medical Services of the United 
States as well as those in civilian forces 





responsible for health “behind the lines." 


Battleship Surgeon 





© 1944, C.P.P., Inc. 









A CONSTANT 
STANDARD 


ibe over a decade the potency of 

Digifolin* has been constant and 
unvarying .. . its standards and assay 
methods have not changed. The phy- 
sician is assured of predictable re- 


sults in dosages he has always used. 


DIGIFOLIN 


Ampuls Tablets Solution 


*Trade Mork Reg. U. S. Pat. Off. 
"Digifolin’’ identifies the prod- 
uct of digitalis glycosides of 


Ciba's manufacture. 
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j as 
Refreshing 





Safeguarded constantly by 
scientific tests, Coca-Cola is 
famous for its purity and 
wholesomeness. It’s famous, 
too, for the thrill of its taste 
and for the happy after-sense 
of complete refreshment it 
always brings. Get a 
Coca-Cola, and get the feel 
of refreshment. 























Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 








Complete Service Under One Roof 





Acquaint us with your requirements. We serve you efficiently and economically. 


Dial 3-0356 


WILLIAMS PRINTING CO. 


11-13-15 North Fourteenth Street RICHMOND, VIRGINIA 
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BORN 1820 
Still going strong 


Its unrivaled smoothness and dis- 
tinctive flavour makes Johnnie Walker 
a leader among scotches. 


Popular Johnnie Walker can’t be everywhere 
all the time these days. If occasionally he is 
“out” when you call... call again. 


JOHNNIE 
f® WALKER 


BLENDED 
SCOTCH WHISKY 


Both 86.8 Proof 


Canada Dry Ginger Ale, Inc. 
New York, N. Y. 
Sole Importer 








a2 BUY UNITED STATES WAR BONDS AND STAMPS _ 








a 
SUPPORTS 


FITTED according to 
doctor’s prescription, 
by our specialist fitter, 
trained at the CAMP 
SCHOOL. 


General Su pports 
Sacro Iliac 
Ptosis 


Maternity 


MILLER & RHOADS 


RICHMOND VIRGINIA 























Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the | 
present century is a work every doctor should be | 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
In 3 Volumes 


Published under Auspices of 
Medical Society of Virginia 





Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $9.75 


(formerly $14.00) 


— 





1st Volume—17th Century—$2.75 
2nd Volume—18th Century—$3.50 
3rd Volume—19th Century—$3.50 


Order through 
Medical Society of Virginia 
1200 East Clay Street, 


Richmond, Virginia. 
—— } 
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Ve WBC y Vidamin D Hhorgey 


Prevention of rickets is part of the 
daily routine in the care of infants 
and young children. Hence there is 
a big advantage in simplifying the 


administration of vitamin D. 


Two drops of Drisdol in Propylene 
4 Glycol in the daily ration of milk is 


the prophylactic dose. 


Drisdol in Propylene Glycol dis- 


perses uniformly in milk and does 


not affect its palatability. 


y-.% | eee = eg, Be Ss éceek Oir k Concds iis 
WINTHROP | in Propylene Glycol 
Brand of. Crystalline Vitamin D 


from @ sterol 


if 





NEW YORK 13,N.Y. 








WIRTHROP.»+.. 
Cfo phy WINDSOR, ONT. 
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TO PLACE MORE PENICILLIN 


IN THE HANDS OF THOSE WHO NEED IT 


PENICILLIN Schenley 


HEN the great need for Penicillin developed, it was natural 

that, with experience in the field of mycology and fermenta- 
tion research, Schenley should turn its extensive facilities to this 
humanitarian cause. 


The full-time services of our research staff were immediately applied 
to the task of perfecting a large-scale Penicillin-producing method. 
Progress was sufficiently successful to earn a place for Schenley among 
the 21 firms designated for production of the precious drug. 


Today, Penicillin Schenley is augmenting the nation’s supply of this 
valuable antibacterial agent. Our goal in these efforts is to aid in fur- 
nishing sufficient Penicillin to fill the fullest needs of both military and 
civilian medicine. 





A RADIO PROGRAM DEDICATED TO AMERICA’S PHYSICIANS 


“THE DOCTOR FIGHTS” 
starring RAYMOND MASSEY 


. . a report to the nation on the widespread activities of 
America’s doctors at war. We believe you will find this program 
of interest. Your suggestions or comments are welcomed. 
Tuesday Evenings © Columbia Broadcasting System 

9:30 E.W.T. 











SCHENLEY LABORATORIES, INC. 


Lawrenceburg, Ind. 
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Always exposed to enemy fire, bombing, the field clearing- 
station surgeons work under the worst hazards ever faced 
by “soldiers in white.” Naturally, their brief respites . . . 
the occasional “breaks” for smokes . . . are delightful moments. 
More delightful because their 
cigarette is likely to be a Camel... 
the milder, more flavorful brand 
favored in the armed forces.* 
Today...as in the first world 
war... Camel is the “‘soldier’s cig- 
arette,” every puff a cheering 
highlight in a fighting man’s life. 


Ist in the Service 


*With men in the Army, the Navy, the Marine Corps, 
and Coast Guard, the favorite cigarette is Camel. 
(Based on actual sales records.) 


COSTLIER 
TOBACCOS 


New reprint available on cigarette research—Archives of Otolaryngology, March, 1943, pp. 404-410. 
Camel Cigarettes, Medical Relations Division, One Pershing Square, New York 17, N. Y. 
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Only one cigarette 


PROVED 
less irritating 


5) It is significant that no other 
‘Orn leading cigarette has even 
“EX claimed to be less irritating 

than Puitie Morris! 


Puiie Morris Cigarettes are made dif- 
ferently. From a different formula. With a 
different effect on smokers’ throats. 


These are not mere statements. You can 
see the facts for yourself in published 
studies.” They showed conclusively, in both 
clinical and laboratory tests, made by fully 
accredited authorities, that irritation due to 
smoking is appreciably less on smoking 
Puiuip Morris .. . that Puitip Morris are 
appreciably more desirable for smokers 


e 
ewousane ween 


with sensitive throats. 


Puitie Morris 


Philip Morris & Company, Ltd., Inc., 119 Fifth Avenue, New York 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. Laryngoscope, 
Jan. 1937, Vol. XLVI, No. 1, 58-60. Proc. Soc. Exp. Biol. and Med., 
1934, 32, 241. N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592. 


TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new blend—Country 
Doctor Pipe Mixture. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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PEN ( L L N PARKE, DAVIS & COMPANY 


When Parke, Davis & Co. began the commercial production of Peni- 


cillin in the summer of 1943, the world-wide output of this precious 
material was almost negligible. Today Penicillin has become a 
standard therapeutic agent—supplied in quantities needed for the 
Allied armed forces and for use in research and treatment of selected 
cases, and now increasingly available for use in civilian practice. 


Parke-Davis Penicillin is packaged in rubber-diaphragm-capped vials containing 100,000 


Oxford units. Instructions for clinical use of Penicillin are available upon request. 


PARKE, DAVIS & COMPANY, DETROIT 32, MICHIGAN 
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SAFE. CONVENIENT, when mother and baby must travel 


The mother has only to measure out and place in dry, sterile feeding bottles, 
the prescribed amount of Similac powder for each individual feeding. The 
bottles containing the measured Similac powder are then capped, and can be 


conveniently carried, along with a thermos bottle of boiled water cooled to 


about blood heat. At feeding time it is necessary only to pour into one of the 


bottles containing the measured Similac powder, the prescribed amount of water, 


then shake until the Similac is dissolved, place a nipple on the bottle, and feed. 


ga A powdered, modified milk product especially prepared 
MS ica for infant feeding, made from tuberculin tested cow's milk 
MEDICAL (casein modified) from which part of the butter fat is 

y, removed and to which has been added lactose, olive 


oil, cocoanut oil, corn oil and fish liver oil concentrate. 
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Recent studies'? of allergic reactions to various ingredients of insulin preparations 
demonstrate that approximately one out of five patients experiences skin reactions after 
intradermal injection of protamine. In the same study only two out of 81 diabetic 


patients exhibited sensitivity following the intradermal injection of globin. 


Bauman,'* and Duncan,‘ as well as others, have reported that patients who suffered 
from severe skin reactions following the use of protamine zinc insulin obtained immedi- 


ate relief upon changing to globin insulin with zinc. 
WITH ‘WELLCOME’ GLOBIN INSULIN WITH ZINC, these other advantages: 


A single injection daily of ‘Wellcome’ Globin Insulin with Zinc will control many 
moderately severe and severe cases of diabetes, helping to reconcile patients who resent 
more frequent injections. Timed to achieve morning onset of action and then maximum 
effectiveness during the afternoon, ‘Wellcome’ Globin Insulin with Zinc provides control 
during peak eating and working hours. Diminishing action after 16 hours allays the 
dread of “night shock”. 


waters, ‘Wellcome’ Globin Insulin with Zinc, a new advance in insulin therapy, is a clear solu- 
tion permitting a more uniform dosage. It was developed in the Wellcome Research 
S Laboratories, Tuckahoe, New York. U. S. Pat. No. 2,161,198. Available in vials of 
10 cc., 80 units in 1 cc. "Wellcome’ Trademark Reg. 

(1) Page, R. C., and Bauman, L.: J.A.M.A. 124:704 (March 11) 1944, © (2) Bauman, L.: Bull. N. E. Med. Cen. V:17-2 


(Feb.) 1943. © (3) Bauman, L.: Am. J. Med. Sc. 198:475 (Oct.) 1939, ibid, 200:299, 1940. * (4) Duncan, G. C., 
Diseases of Metabolism, Phila., Saunders Co., 1942, p. 782. 


‘WELLCOME’ GLOBIN INSULIN wits zinc 
Literature on request 


BURROUGHS WELLCOME & CO. '.° 9-11 E. 41st St... New York 17 
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AS SOON AS LIQUIDS ARE RETAINED 


The insult of anesthesia, tissue manipu- __ retained, Ovaltine as a beverage pro- 


lation, unavoidable trauma, and enforced 
starvation sharply raise the nutritional 
requirements of the postoperative 
patient. Hence feeding must be started 
as early as possible to prevent too great 
a nutritional imbalance. Also, recovery 
is hastened and strength is gained more 
quickly when postoperative metabolic 
needs are supplied adequately. 

Usually tolerated as early as liquids are 


vides a simple yet highly effective means 
of improving the nutritional state of 
the postsurgical patient. Its essential 
nutrients, well balanced and generously 
supplied, are in easily assimilated form. 
Thus the digestive burden is materially 
reduced. The delicious taste of this food 
drink proves appealing to all patients, 
young and old, making Ovaltine accept- 
able when many other foods are refused. 


THE WANDER COMPANY, 360 North Michigan Avenue, Chicago 1, Illinois 


Three daily servings (12 oz.) of Ovaltine provide: 


Ovaltine 
with milk* 


2953 1.U. 
480 1.U. 
1.296 mg. 
1.278 mg. 
5.0 mg. 
5 mg. 


Dry 
Ovaltine 
1500 1.U. 
405 1.U. 
9 mg. 
.25 mg. 
3.0 mg. 
5 mg. 


Ovaltine 
with milk* 


31,2 Gm. 
62.43 Gm. 
29.34 Gm. 
1.104 Gm. 

25 Gm. -903 Gm. NIACIN 
10.5 mg. 11.94 mg. COPPER 
*Each serving made with 8 oz. of milk; based on average reported values for milk. 


y 
Ovaltine 
6.0 Gm. 
30.0 Gm. 
2.8 Gm. 
.25 Gm. 


VITAMINA. «i 
VITAMIND. . 

THIAMINE 
RIBOFLAVIN 


PROTEIN. ... 
CARBOHYDRATE ; 
FAT 

CALCIUM. ..3 
PHOSPHORUS... 


“-* 
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For SOME WOMEN the climacteric is prac- 
tically uneventful except for the cessation 
of menstrual function. To others the ces- 
sation of ovarian activity becomes a 
crisis to themselves and their families. 

One of the valued contributions of 
endocrinology was the discovery and iso- 
lation of potent estrogens and their use- 
fulness in alleviating the distressing 
symptoms of the menopause. 

Within the last five years the natural 
estrogens have decreased in cost while 
orally administered diethylstilbestrol 
costing only one or two cents a day has 
brought estrogenic therapy within the 
reach of every woman. 

The Squibb Laboratories supply the 
natural estrogens Amniotin, in a variety 


of dosage forms for use orally, intravag- 


Wally or by hypodermic injection. The 


present price of Amniotin in Oil in cap- 
sules is the lowest in history; for injection, 
Amniotin in Oil in the vial packages 
makes the cost per dose relatively inex- 
pensive and enables the physician to 
vary the dosage to fit the patient’s re- 
quirements. 

Diethylstilbestrol: Squibb is available 
in a like variety of dosage forms except 
that for oral administration it is supplied 
in tablets rather than capsules. Reports 
in the literature indicate that, where ex- 
cessive dosage is avoided, many patients 
acquire a tolerance to the drug and are 


able to take it without discomfort. 


For literature address the Professional Service 


Dept., 745 Fifth Ave., New York 22, N. Y. 


ER: SQUIBB & SONS 


Manufacturing Chemists to the Medical Profession Since 1858 


BUY AN EXTRA WAR BOND ...— FOR VICTORY 


In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 
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# Physically, your prescription pharmacy is a relatively simple struc- 
ture. Yet, at its disposal is the combined power of all the manufacturing 
resources of the world. Huge engines, giant extraction tanks, tons upon 
tons of mechanical equipment are employed in the production of the 
countless therapeutic agents which your pharmacist can dispense at 
a moment’s notice. Vitamins, liver extracts, germicides, barbiturates, 
biologicals are but a few of the many. You can depend upon your 


pharmacist for a full measure of professional service. His facilities are 


supported by the power of the leading manufacturers in his field. 


Eli Lilly and Company, Indianapolis 6, Indiana, U.S.A. 


Litly 
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Guest Editorial 


Cancer Control and the Doctor 














s.. specific treatment directed towards the cause or causes of malignant tumors 
becomes available as the result of fundamental research, any decrease of deaths 
from cancer must depend largely upon an educaticnal program. Knowledge about the 
nature of the disease, the clinical course and the available therapeutic resources, ad- 
mittedly incomplete but growing yearly, is available to the medical profession. The 
dissemination of a careful selection of these facts among non-medical people has been, 
for about thirty years, the object of the American Society for the Contre] of Cancer, 
now the American Cancer Society, Inc. In Virginia it is now the function of the Vir- 





ginia Cancer Foundation. The lay population is being taught ever more widely those 
symptoms that should send a man or woman to a doctor for diagnosis and it is learn- 
ing in increasing degree the significance of the biopsy and the possibilities of therapy. 
Althcugh some physicians have criticized this program on the grounds of creating 
cancer-phobia, those who are closest to it feel that this risk is much less than the risk 
ef ignorance about the disease. Those individuals who will develop unwarranted fear 
cf cancer live in fear of many other of the hazards of living. In spite of some pro- 
fessional opposition the program of lay education has been gratefully received by the 
population in general. The people of our communities are in fact becoming more and 
more informed about the disease. Are the doctors meeting the challenge? 

That this is not a rhetorical question is obvious to those physicians who deal with 
malignant disease daily. A proportion of the profession is not alert to cancer or is 
inadequately informed about it. An instance or so to illustrate this statement may 
not be out of place. A recent experience concerns a woman who had been taught that 
a lump in the breast should be investigated. She went to a physician who told her that 
there was nothing to worry about. He not only failed to meet her intelligent approach 
seriously but offended her by creating the impression that he felt his patient to be a 
silly, worried woman. She has since been operated upon for cancer of the breast. 
Another example is that of a maid in a doctor’s home who showed the physician a 
lump in the breast. He told her not to be concerned about it. A year later she came 


to a tumor clinic with an advanced inoperable cancer. Within a period of two or three 
menths two patients were seen with cancer of the rectum within easy reach of the 
examining finger who had actually undergone operations for hemorrhoids not more than 
a month previously. These may scund like extreme instances. As a matter of fact 
they are only examples of many such inexcusable blunders. 

The situation is not limited to Virginia. In a series of 158 consecutive cancer 
cases seen in the New Haven Hospital and Tumor Clinic, delay in treatment was due 


to the physician, at least in part, in 45.2 per cent of cases. Haines and his coworkers 


NE EP ne A OPN NA ERAS BED 


(J.A.M.A., Jan. 30, 1943) in reperting these figures state: “The delay by the physician 
usually was due to poor advice or incorrect diagnosis as a result of failure to carry out 
the indicated diagnostic procedures.”” In Nassau County, New York, a lay educa- 
tional program was initiated in 1928 under the supervision of the County Medical 
Society. Neff (New York State Journal of Medicine, Mar. 1, 1944) has described the 
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resulting experience. “The first activities of the Committee were the typical ones of 
preparing educational articles for the local newspapers and sending speakers to address 
meetings of local organizations of men and women. Almost at once we were met with 
the embarrassing situation of having patients consult physicians because of symptoms 
which might mean cancer, only to have the doctors advise them to ‘go home and forget 
it’ or ‘come back in six months if it doesn’t go away.’ We thereupon determined that 
it was of no value to advertise to the public the possibility of cancer cure until more 
of the medical profession could be gotten into a frame of mind in which they would be 
willing to meet the patient at least halfway.” 

It is obvious that a query as to the profession’s place in cancer education is not an 
idle one. Indifference to and ignorance about the disease are deplorable, but not hard to 
understand. Cancer is an unusual disease in the daily run of cases seen by the family 
doctor in comparison with the large number of conditions without fatal potentialities. He 
does not want to be an alarmist; he knows that reassurance is one of his most potent 
drugs. There need be small wonder, then, that the error of unwarranted reassurance 
is so often seen. Furthermore, the physician may never have been adequately taught 
cancer or in the rush of a busy general practice have forgotten most of what he once 
knew. These are reasons but not excuses. If a physician undertakes the responsibility 
of the care of the people who trust him, he owes them enough knowledge about cancer 
and sufficient alertness to its manifestations to realize when reassurance is a breach of 
faith. We are not discussing errors in diagnosis, to which even the most learned and 
careful are subject. We are discussing unwarranted ignorance and carelessness, which 
are equally dangerous. Why should any doctor treat a rectal complaint without a 
digital and proctoscopic examination? Or abdominal pain without an abdominal ex- 
amination? Or anemia without an adequate search for a possible malignant cause? 
These are obviously not common practice, or the medical profession would not stand 
where it stands today; but they and many similar instances occur. 

As the campaign of lay education becomes increasingly effective, the doctor’s alert- 
ness must become intensified. Even now patients are losing faith in physicians who 
have failed to recognize the early symptoms and signs of cancer. Lay education must 
be supplemented by education of a certain portion of the profession; and the informed 
doctor must play an increasing part in the instruction of his clientele. 

This need has been recognized by the Medical Society of Virginia through its Cancer 
Committee and its Committee for Clinical and Medical Education. The former has 
established standards for the conduct of tumor clinics and is considering other educa- 
tional projects. The latter is studying plans to offer after the war a post-graduate 
course on cancer to all physicians in the state. A portion of the necessary funds is 
available and the remainder is in the offing. This course will be patterned on the 
courses previously given in obstetrics and pediatrics. The aim of the educational pro- 
gram for physicians is to diminish the delay between the first visit of a cancer patient 
to a doctor and the initiation of intelligent and properly designed therapy. The pro- 
fession of Virginia is facing a growing incidence of cancer. The doctor must not be 
the one who is responsible for a fatal period of delay in treating the disease. There can 
be no indifference to the disease that ranks as the second largest cause of death. 

EpwWIn P. LEHMAN, M.D., 
Charlottesville, Virginia. 


Epiror’s Nore.—Dr. Lehman is Professor of Surgery at the University of Virginia and Di- 
rector of the McIntire Tumor Clinic at the University Hospital. He is Vice-President of the 
American Cancer Society (formerly American Association for Control of Cancer), Director 
of the Virginia Cancer Foundation, and Chairman of the Cancer Committee of the Medical 
Society of Virginia. 
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RICKETTSIAL DISEASES IN VIRGINIA* 


Harry H. HENpErRSON, M.D.., 
and 
KATHARINE AtTwoop WALKE, B.A.., 
State Department of Health, 


Richmond, 


Rickettsia is the name given to certain small bac- 
terial forms or bacterial like bodies appearing in 
the cell cytoplasm and in the intestinal tract of 
insects and other arthropods and are frequently as- 
disease in man. It is not known 


sociated with 


Virginia. 


ordinary bacterial filters and as yet have been found 
to grow only within the cytoplasm of the living cell. 

Little was known about rickettsiae until the be- 
ginning of the present century. Typhus fever, for 


example, has long been recognized as a clinical 


RICKETTSIAL DISEASES OF MAN 





Group 


Epidemic 
Typhus 
Fever 


Endemic 
(Murine) 
Typhus 
Fever 


Spotted 
Fever 


Japanese 
River 
Fever 


SYNONYMS 


Ship, Jail, Hospital 
Famine Fever 


Recrudescent Typhus 
(Brill’s Disease) 


Trench Fever 


(World War I) 


“New-World” (U. S.) 
Sporadic Typhus 


Endemic Typhus of 
Moscow 


Toulon Typhus 
Rocky Mountain 


Spotted Fever 


Eastern U. S. 
Spotted Fever 


Brazilian (Sao 
Paulo) Fever 


Mediterranean 
(Fievre boutonneuse) 
Fever 


South African 
Tick-Bite Fever 


Tsutsuganmushi 
Fever 


Trophical Typhus 
of Ocenia 


ETIOLOGICAL FACTOR 


R. prowazeki 
var. prowazeki 


R. prowazeki 
var. prowazeki 


R. wolhynica 
Syr. R. quintana 
R. pediculi 


R. prowazeki 
var. mooseri 


Dermacentroxenus 
rickettsi 


Dermacentroxenus 
rickettsi 


R. braziliensis 


R. conori 


Not Known 


R. tsutsugamushi 
Syn. R. nipponica 
R. orientalis 


Not Known 


Fig. 


whether these bacterial like forms are true bacteria 


or viruses. Many workers have classified them as 


being in a stage between. They do not pass through 


*Read at the annual meeting of the Medical Society 
of Virginia in Roanoke, October 25-27, 1943. 


RESERVOIR 


Wild 
Rodents 


Dog (?) 
Not Known 
Dog (?) 


Not Known 


Not Known 


VeEcTOR TO MAN 


Lice 
(P. humanus) 


Not Known 


Lice 
(P. humanus) 


Rat Fleas 


Ticks 

(D. andersoni) 
Ticks 

(D. variabilis) 
Ticks 

(A. cajennenuse) 
Ticks 

(R. sanguineus) 


Ticks 
A. hebraeum) 


Mites 
(T. akamvushi) 


Mites 


FEATURES 


Disease of economic 
depravity 


Found in Eastern U. S. 
Port Cities 


Tibial (“shinbone” ) 
pain 


Mild Disease 


Rash on wrists, ankles 
and forehead first 


High (70%) 
Mortality 


“Boutonneuse” refers 
to nodule at site of 
tick bite 


Mild disease—Cape- 
town to Southern 


Rhodesia 


Regional 
lymphadenitis 


Sera agglutinates 
OXK 


entity, but the etiology of the disease remained a 


complete mystery. 


Post-mortem findings showed 


only changes associated with any acute infection. 


Bacteriologically the tissues were sterile. 


Finally 


the causative agent was classified as a filterable 
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virus until the work of Wolback and others in 1922 
showed it to be a minute intercellular parasite which, 
with suitable technique, could be demonstrated in 
human and animal tissues. The first species was 





Fig. 2.—Three brown dog ticks, two American dog ticks 
and an engorged American dog tick. 
described in 1916 by da Rocha-Lima who named 
the bodies Rickettsia prowazeki in honor of Ricketts 
and Prowazekia, who died of typhus fever. 








Rickettsiae appear like very small cocci, diplo- 
cocci or short bacilli. They are from .3 to .5 microns 
long and .3 microns in breadth, though some bacil- 
lary forms may reach a length of 1.5 to 2.0 microns, 
Usually non-motile, they are uniformly gram negg- 
tive and stain poorly with the ordinary stains used 
for bacteria. The coccidial forms often occur jp 
masses and stain well with Giemsa. 

Since much of the work on rickettsiae is stil] jp 
the experimental stages, it is impossible to make a 
complete or an accurate classification of the diseases 
acceptable to all workers in the field. Figure 1 is q 
greatly simplified classification of the rickettsial dis- 
eases found in man to give you a skeleton to which 
can be added some of the confusing findings now 
appearing in the literature. It will be seen that 
there are at least four groups of rickettsial diseases, 
epidemic typhus fever, endemic or murine typhus 
fever, spotted fever and Japanese River fever. Since 
epidemic and endemic typhus fever are the same 
serologically and immunologically and differ only 
in vectors and severity of the disease, these two are 
often put in one group called typhus fever. The 
second column gives synonyms or names of other 
diseases which at present appear to belong in these 
groups. Here you will find many diseases more of 
less familiar to you. The third column gives the 





NEW YORK 
MME SPOTTED FEVER 
TYPHUS FEVER 
SPOTTED AND TYPHUS FEVER 


Fig. 3. 
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MARYLAND 


Mam SPOTTED FEVER 
TYPHUS FEVER 
SPOTTED AND TYPHUS FEVER 


name of the organism causing the disease. Some of 
these have been isolated and have produced the dis- 
The fourth 
column gives the host for the disease, and the fifth 


ease in animals and some have not. 
the vector to man. It will be noted that roughly 
each group has a common vector. Epidemic typhus 
fever is spread by body lice, endemic typhus fever 
by rat fleas, spotted fever by ticks and Japanese 
River fever by mites. The last column gives a char- 
acteristic of each disease. 

To the above list of rickettsial organisms should 
be added Q fever found in Australia and another 
described by Dyer in 1938 called Nine Mile fever. 
Morphologically Nine Mile fever is closely related 
to Q fever. No cross-immunity exists between these 
diseases and typhus or spotted fever. 

Another disease often associated with rickettsial 
infections is mosquito borne dengue fever found in 
the southern or the semi-tropical section of the 


VIRGINIA 


MM SPOTTED FEVER 
TYPHUS FEVER 


SPOTTED ANO TYPHUS FEVER 


\ 


Taam. 


United States and in tropical countries. 

While the subject matter of this paper was being 
compiled, Doctor Norman Topping published in the 
United States Public Health Reports a short article 
on Rickettsioses in India. There it is now known 
that rickettsiae causing disease entities similar to 
endemic typhus, epidemic typhus, Malayan scrub 
typhus or Japanese River fever occur. 

Parker states that in many parts of the Rocky 
Mountain region, febrile reactions, which do not 
appear to be provoked by a recognized disease, are 
of relatively frequent occurrence following the bite 
of the tick Dermacentor andersoni and are referred 
to as “Colorado tick fever’. 
Woodland 
Medical Corps of the United States Army have de- 


Colonel John C. and others of the 
scribed another entity that they named Bullis fever 
This is a febrile illness follow- 
ing the bite of the Lone Star tick of Texas and 


or Lone Star fever. 
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WEST VIRGINIA 

mmm SPOTTED FEVER 

Wa TYPHUS FEVER 

SPOTTED AND TYPHUS FEVER 





resembles Colorado tick fever in that there is a sad- 
dle type of temperature curve, no rash, and nega- 


tive serologic findings. 


No etiological agent has 


TENNESSEE 


Mmm SPOTTED FEVER 


MLL. 


TYPHUS FEVER 


Fig. 6. 


been found in this latter disease. 

Rickettsiae appear in the common bed bug. What 
part they play in producing febrile conditions in 
man is unknown. They have often been suspected 
but never incriminated. A suitable host for cultur- 
ing these rickettsia has never been found, but it is 
well known that many persons develop a febrile con- 
dition following bites from bed bugs. A rash is 
not exhibited and the over-all picture is similar to 
Colorado tick fever as described by Parker in 1937. 
Shortly prior to his death Dr. W. Brownley Foster 
independently made a similar observation from his 
work with cases in Virginia. 


SPOTTED AND TYPHUS FEVER 
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Sea 


‘ 


NORTH CAROLINA 

mmm SPOTTED FEVER 

TYPHUS FEVER 

[=] SPOTTED AND TYPHUS FEVER 


Besides these rickettsiae which have been found 
to be pathogenic, many other species of rickettsia 
are known which are apparently non-pathogenic. 
They have been found both in blood sucking and 
in non-blood sucking insects and inhabit not only 
the cytoplasm of the living cell but the alimentary 
tract of the insect itself. Whether rickettsiae are 
simple commensals of insects or pathogens is not 
clear. 

It can be seen that the human diseases caused by 
Wher- 
ever man, rodents and ectoparasites common to both 
exist rickettsial 


rickettsiae are of world wide distribution. 


diseases will be found. Actually 
many rickettsial diseases may exist in the same 


region. They may be recognized or obscure and 


KENTUCKY 


Mm SPOTTED FEVER 
TYPHUS FEVER 





Fie /, 


Fig. 8. 


their existence and characteristics depend on the 
ectoparasites present in the region. The problem 
presented by these exotic diseases is fascinating and 
their ramifications extend far beyond most infec- 
tious diseases. 

In this paper we will be concerned chiefly with 
endemic typhus fever and Rocky Mountain spotted 
fever, the two rickettsial diseases found commonly 
in Virginia. 

At the beginning of this century it was thought 
that typhus fever had disappeared from the United 
States and that the cases observed were imported 
In 1910, Dr. 
Nathan Brill of New York observed a typhus-like 


from abroad or from Latin America. 


infectious disease which he was not willing to call 
typhus fever. He believed he was dealing with a 
new disease entity of unknown etiology which was 
later called Brill’s disease. 1912, 
Anderson and Goldberger successfully inoculated a 


However, in 


macacus rhesus monkey with blood from a patient 


SPOTTED AND TYPHUS FEVER 
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FLORIDA 


mm SPOTTED FEVER 
TYPHUS FEVER 


SPOTTED AND TYPHUS FEVER 


Fig. 10. 


with Brill’s disease and succeeded in producing this 
disease. Subsequent inoculation proved the monkey 
immune to both Brill’s disease and typhus fever. 
The Weil-Felix reaction proved positive in both 
diseases. 

Stimulated by this work an increasing number of 
typhus cases were reported annually to the United 
States Public Health Service. 
of these cases were traceable to infections contracted 


A certain proportion 


abroad or in Mexico. When these occurred, the dis- 
ease developed the characteristics of old world or 
epidemic typhus. The mortality was high and there 
was almost always the history of association with 
louse infested individuals or louse 
the patient himself. 


infestation of 
Most of the cases, however, 
were the mild type of Brill’s disease or endemic 
typhus, which occur sporadically throughout the 
Atlantic Seaboard states. 
to obtain a history of louse infestation but they did 
give a history of contact with rat fleas. 


In these cases it was rare 


Prior to 1930, Rocky Mountain spotted fever was 
believed to be found only in the northwest portion 
of the United States. Its presence there was noted 
in the literature by E. E. Maxey in 1899. There 
was one exception, a case which occurred in Indiana 
in 1925. No other case had been recognized east 
of a line drawn north and south through the middle 
of the Dakotas. In 1930, in Maryland and Vir- 
ginia, Rumerick differentiated spotted fever from 
endemic typhus fever or Brill’s disease clinically 
and epidemiologically. This observation was con- 






































~ome 


, wt 
firmed by the laboratory work of Badger. This dis- 
ease has now been reported in over 30 of the 48 
states, in Canada, and in South America, where 
Sao Paulo Fever is found to be identical with Rocky 
Mountain spotted fever. 

In recent years the rat flea has been found re- 
sponsible for the spread of endemic typhus or Brill’s 
disease. This disease reaches man from infected 
rats through the insect vector. Zinsser believed that 
this infection, an imported and modified form of 
epidemic typhus, could also be distributed from man 
to man by the louse. 

Three ticks are known to be responsible for the 
transmission of the virus of Rocky Mountain spotted 
fever within the United States; the Rocky Moun- 
tain wood tick, the American dog tick and the rab- 
bit tick. The first is limited to the West Coast and 
Canada. The dog tick is widely distributed through- 
out the Central and Eastern states. The rabbit tick 
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Rocky Mountain spotted fever is maintained in na- 


ture has not been definitely determined. Some 


believe that the infection is acquired by the tick 





Fig. 


is most widely distributed of all, being found from 


Alaska through the states into South America. 
? 


Figure 2 shows the male and female American 
dog tick which is the insect vector for Rocky Moun- 
tain spotted fever in Virginia. Beside them is an 
engorged dog tick to give you an idea of the rela- 
The 


ticks are the brown dog ticks found in Virginia in 


tive increase in size after feeding. smaller 


recent years and brought in from Florida. This is 


the tick which is becoming the household pest. 


The actual mechanism which the virus of 


VIRGINIA 


ROCKY MOUNTAIN SPOTTED FEVER 


GEOGRAPHIC DISTRIBUTION 
1931 1942 


by 
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larvae or nymphs and passed along to the adult 
stage. From the infected female it is passed on to 
the larvae of the next generation or the infected 
male tick transfers the infection to the female dur- 
ing impregnation. Another theory is that, when the 
nymphal or adult ticks feed upon susceptible ani- 
the 
ticks, which engorge upon these animals during 


mals, animal becomes infected. Non-infected 


their period of infection, become infected. They in 
It 


that only larvae become infected 


turn infect other ticks through breeding. was 


formerly thought 
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DIFFERENTIATION OF ENDEMIC TYPHUS FEVER AND RocKy MouNTAIN SPOTTED FEVER 
Endemic Typhus Rocky Mountain Spotted Fever 


. Summer and fall. 
. Rural. 
. Transmitted by ticks. 


. Year round. 

. Urban. 

. Transmitted by rat fleas. 

. Incubation period—5-20 days. 

. Mild disease. 

. Temperature lasts 14-16 days. 

. Rash first on body—spreads to extremities—spares 


. Incubation period—3-10 days. 
. Severe disease. 
. Temperature lasts 21 days. 
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. Rash on extremities first—spreads to body—abundant 
face, palms and soles. on ankles, wrists, legs, face, palms, soles, etc. 

. Spleen not enlarged. 8. Spleen often enlarged and tender. 

. Case fatality less than 1%. 9. Case fatality 25%. 

. W. B. C. normal or leukopenia. 10. Leukocytosis. 

. Agglutinates proteus X19 in high titres. 11. Agglutinates proteus X19 in low titres. 


Fig. 15. 
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Fig. 16. 
Rocky Mountain Spotted Fever in a woman fifty-one years old who recovered. Photograph taken on eigh- 


teenth day of illness. (Photograph, courtesy of Dr. Caroline McGill, Butte, and Dr. R. R. Parker, 
Hamilton, Montana). 


Fig.17. 


Rocky Mountain Spotted Fever in a boy aged eighteen years, who expired on the fourteenth day of illness. 
(Photograph, courtesy of Dr. M. M. Kalez, Spokane, and Dr. R. R. Parker, Hamilton, Montana). 
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in this manner. It is now known that larger animals, 
such as dogs and sheep, are mildly susceptible and 
may prove the host for the adult non-infected male 
and female which usually engorge themselves on 
larger animals. Little has been mentioned about the 
role of the common rabbit tick in connection with 
Rocky Mountain spotted fever. This tick, with the 
widest geographic distribution, has had the virus of 
spotted fever demonstrated within it as far north 
as any known case of the disease in man and far 
beyond the distribution of the other two ticks. There- 
fore, it is known that the virus exists in the rabbit 
tick without the presence of the other two arthro- 
pods. The question arises, “can the infection in the 
other two arthropods exist without the infection in 
the rabbit tick ?” 

Many workers have compiled figures as to the 
incidence of infection in ticks. The work of Parker 
seems most reliable. He states that the percentage 
of ticks that carry the infectious virus is frequently 
less than 1 per cent and rarely exceeds 5 per cent. 
However, in small localized areas it may reach as 
high as 11 per cent. Local tick populations, infec- 
tious one year, may fail to show infection the fol- 
lowing year. The reason for this is unknown. 
Though as a rule less than one in 100 ticks are 
infectious, as many as 50 per cent of the eggs from 
a single infected female may prove to be infectious. 
The level of virulence remains reasonably constant 


from year to year. In the fasting tick, the tick that 
usually is encountered in the Spring, the virus is 
usually inactive or of the type that causes the 
atypical cases seen early in the year. Should the 
same tick be incubated or allowed to engorge itself 
with blood, the virus becomes reactivated and soon 
reaches its greatest potential danger. 

Before considering the differential diagnosis of 
Rocky Mountain spotted fever and typhus fever and 
the characteristics of the disease as reported by the 
physicians of Virginia, let us look at the distribution 
of these two diseases along the Atlantic Seaboard. ! 
have prepared a series of eight maps (figures 3-10) 
which show the counties in eight of the Atlantic Sea- 
board States which have had one or more cases of 
Rocky Mountain spotted fever or typhus fever between 
1931, the first year the diseases were differentiated, 
and the present. Cross-hatched counties have had 
only typhus fever, solid black counties only Rocky 
Mountain spotted fever and stipled counties both 
diseases. You will note that the only cases of Rocky 
Mountain spotted fever reported in New York State 
were on Long Island. Why this is true, I do m0 
know. In Maryland typhus is found chiefly around 


Chesapeake Bay, where you would expect it f be 
In Vir- 


associated with the rats on the wharves. : 
ginia the same thing is true. A large percentage ot 
the typhus cases are in the shipping centers. I 
West Virginia, Tennessee, and North Carolina, both 
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diseases are scattered pretty well all over the states 
in no particular pattern. It is curious to note that 
Kentucky has no reported cases of typhus fever, al- 
though we have just shown that West Virginia on 
the north, Tennessee on the south and North Caro- 
lina and Virginia to the east, do have typhus fever. 
This leads one to think that possibly typhus fever 
Florida 
there have been no recognized cases of Rocky Moun- 


in Kentucky has been misdiagnosed. In 


tain spotted fever, only typhus fever. In general it 
can be said that Rocky Mountain spotted fever is 
found in the northern half of the Atlantic Seaboard 
and typhus fever primarily in the southern half. 
Virginia and its neighboring states are in the region 
where both diseases are quite prevalent. 


Let us look at another map of Virginia (figure 
Il), on which the reported cases of typhus fever 
have been spotted. You will note again that most of 
the cases were around Norfolk and Richmond. It is 
because of its association with wharves, ships, large 
packing houses and the like, that typhus has some- 


times been called an urban disease, jail fever or ship 
fever, 


The reported cases of Rocky Mountain spotted 
fever (figure 12) are scattered pretty well all over 
the State, although the majority are east of the 
mountains. 





: 


Before going into the differentiation between these 
diseases, let us look at the distribution of these cases 
After Rocky Mountain 
spotted fever was differentiated from typhus fever 


over a period of years. 


in 1931, it increased each year till in 1938 there 
were 72 cases. Since then there have been between 
30 and 50 cases reported each year. Figure 13 
shows the reported cases plotted by months with the 
summer months being the peak months. Back in 
1927 through 1931 or 1932, when Rocky Mountain 
spotted fever was not differentiated from typhus 
fever, typhus appeared to be more prevalent than in 
recent years (figure 14). Now, of course, we know 
that probably most of those cases were Rocky Moun- 
tain spotted fever. After 1933 there is no peak 
month for the cases. 

The differential diagnosis of rickettsial diseases 
is often very difficult, because both diseases encoun- 
tered in the eastern part of the United States are 
similar in a great many of their characteristics. 
Rocky Mountain spotted fever and typhus fever are 
beth transmitted to man by the bite of an insect 
and both of these vectors are found 
climate of the Atlantic Coastal States. In neither 
disease does a lesion develop at the site of the insect 
bite. Both diseases are acute at their onset and when 
the disease runs its typical course the duration is 
often from two to three weeks. 


in the mild 


There is a similar 
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history of headache, severe general aching, pains in 
the muscles and joints, photophobia and fever. Very 
often when a patient is first examined, the rash is 
generalized and appears on about the fifth day of 
the disease. It is red maculo-papular and the lesions 
are three to four millimeters in diameter and typical 
flea-bite in appearance. Nervous and mental symp- 
toms are common in both diseases and these symp- 
toms along with the rash indicate the pathology 
present. Both disease entities agglutinate a proteus 
organism. 

When the two diseases can be separated and 
studied, variations in their similarity will be noted. 
Figure 15 shows some of these differences in tabu- 
lar form. Typhus fever occurs sporadically through- 
out the year, while spotted fever is limited to the 
summer months. As one would expect from the vec- 
tor, typhus fever is primarily an urban disease and 
spotted fever is predominantly a rural one or has 
been contracted rurally. Typhus fever is found in 
all age groups while spotted fever is a disease of 


young people. Typhus fever is a much milder dis 
ease than Rocky Mountain spotted fever. Conse- 
quently, the central nervous system symptoms are 
more marked and permanent damage and sequellae 
are encountered more frequently in Rocky Mountain 
spotted fever. The fever lasts longer and the death 
rate is very much higher. Headache, photophobia 
and backache have been reported as more severe in 
Rocky Mountain spotted fever. 

The rash in typhus occurs on or about the 7th 
day of the disease or several days later than the 
rash seen in spotted fever. The rash in typhus fever 
appears on the body first and spreads distally, spar 
ing the face, palms and soles while that in spotted 
fever appears first on the extremities and spreads to 
the body. With the more severe disease of spotted 
fever the rash frequently becomes hemorrhagic and 
necrosis of the scrotum and soft palate occur. A 
leucocytosis is to be expected. These findings are 
seldom present in typhus. The spleen is enlarged 
often in spotted fever but normal in size or not pal- 
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pable in typhus. Typhus fever agglutinates the 
proteus OX19 organism in higher dilutions and 
tarlier than spotted fever does. 

Through the courtesy of Dr. R. R. Parker, Direc- 
tor of the Hamilton, Montana, Laboratory, the pic- 
tures of clinical cases of Rocky Mountain spotted 
fever were made available. Figure 16 shows the 
ams, hands and legs of a woman covered with 
the typical Rocky Mountain spotted fever rash. 
Hemorrhagic areas can be noted on the lateral aspect 
of the left thigh. Figure 17 shows pictures of 
a boy with Rocky Mountain spotted fever taken a 
few hours before his death. Note the rash on the 
palms of his hands, soles of his feet and even his 
face, and the gangrenous spots on his knees and 
ankles. We are sorry that we are unable to repro- 
duce in print the excellent colored photographs taken 
on Virginia patients through the courtesy of their 
physicians, 

The great variation in the clinical picture of these 
diseases adds to the difficulty in diagnosis. These 


variations not only are influenced by the individual 
patient but depend upon the virulence of the virus. 
Mild atypical cases of rickettsial diseases are fre- 
quently encountered in Virginia and they may be 
so unlike the typical severe cases that they may 
simulate a different disease. 

Malignant and fulminating cases may be confused 
with typhoid, smallpox, purpura haemorrhagia and 
severe cases of measles. Proteus cross-agglutination 
may cause tularemia and undulant fever to be con- 
fused with the rickettsiaes. This past year the par- 
ticularly malignant variety of epidemic meningococ- 
cic meningitis has been confused with both Rocky 
Many of 
these cases exhibited a rash, mental symptoms and 


Mountain spotted fever and typhus fever. 


a degree of illness frequently seen in rickettsial in- 
fections. 

In addition to these factors there may be biologic 
variation due to a different arthropod, strain of 
arthropods, or to a different mammalian host. The 
differences between endemic murine typhus and epi- 
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demic human typhus probably may be explained 
upon this basis. 

Since there is so much difficulty in diagnosing 
typhus and Rocky Mountain spotted fever a labora- 
tory test that was conclusive would be most welcome. 
None has been found as yet, so the best that can 
be done is to use the Weil-Felix test in conjunction 
with clinical findings. The Weil-Felix test is an 
agglutination test with proteus organisms. Just what 
the relation is between the rickettsial organisms and 
the proteus organisms is not known. The proteus 
organisms do not cause the rickettsial diseases. They 
have been isolated from rickettsial diseases in many 
instances, but many more times from numerous other 


diseases. No one has been able to change from 
rickettsia to proteus in culture or insect. However, 
for some unknown reason, the rickettsial organisms 
agglutinate the proteus. In Virginia agglutination 
is against O strains of Proteus X19 and Proteus X2. 
In other localities, the Kingsbury strain is used, but 
because of cross-agglutination it is not specific 
Parker states that an agglutination titre of 1:32018 
the lowest that can be considered diagnostic and that 
1:160 is highly suggestive. Two or more specimens 
should be taken and it is to be expected that the 
first specimen will be negative. Only after the elapse 
of 10 days or two weeks will the increase in blood 
titre manifest itself in diagnostic proportions. If, 
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however, the first agglutination was low and the 
second remains low after two weeks, the possibility 
of an amanestic reaction brought about by the pres- 
ence of another disease should be kept in mind. 
Since tularemia, undulant fever and other diseases 
also agglutinate the proteus organisms, let me em- 
Phasize that this test is meaningless except when 
used in conjunction with clinical findings. 

Since 1927, when Brill’s disease or endemic 
typhus first became reportable in Virginia, the phy- 
sicians have been asked to fill out a questionnaire 
on each case they have reported. In this study we 
have considered only those sent in since 1931, the 
first year that Rocky Mountain spotted fever was 


23. 


differentiated from typhus fever. From 1931 through 
1942, there were 482 reported cases of spotted fever. 
Questionnaires were received on 435 of these. In 
the same period there were 133 cases of typhus fever 
and 109 questionnaires. 

The remainder of this paper is an analysis of this 
data provided by the physicians of Virginia. It took 
a number of years to get enough cases to be signifi- 
cant, but I hope now they will recognize the impor- 
tance of their contribution to the study of rickettsial 
diseases. 

Figure 18 shows the distribution of the day of 
onset of all the Rocky Mountain spotted fever cases. 
With the exception of a few stray cases in the winter 
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months the majority of the cases were in the summer 
months, May through September, with the peak in 
June and July. This is in complete agreement with 
Hull’s seasonal distribution of Rocky Mountain 
spotted fever in eastern United States, shown in his 
book—“Diseases Transmitted from Animals to 
Man”. 
the same as that of the cases. 

Figure 19 shows that the seasonal incidence of 
typhus fever is not as obvious as that of Rocky 


The seasonal distribution of the deaths is 


Mountain spotted fever. Maxey, in his elaborate 
study of typhus fever, noted that cases occurred all 
year but that the maximum incidence was summer 
and fall, with 70 per cent of all cases falling be- 
tween June 1 and November 30. The same was 
found to be true of Virginia cases, with 74 per cent 
in the months of June through November. 

The color, sex and age distribution of the cases 
reported on questionnaires are of particular interest. 
Less than 10 per cent of the cases of both diseases 


were colored, a number too small to be studied sepa- 


rately. In this connection it is interesting to not 
that Maxey concluded after his study of typhus 
fever that “the negro for some unknown reason is 
about exempt”. The sex distribution is, however 
significant. Fifty-nine per cent of the typhus cass 
and 63 per cent of the Rocky cases were males 
Figure 20 shows the age distribution of Rocky 
Mountain spotted fever cases. As you can see from 
the graph, the majority of the cases are in the 
younger age groups, 21 per cent being in the single 
age group 5 to 9 years. Hull states that neither set 
nor age have any influence on susceptibility to the 
disease. He says that the differences in age and 
are explained by the greater risk of exposure © 
ticks, by reason of the occupations of adult male 
and the more frequent excursion of children into tick 
infested areas in the course of their play. Figure a 
shows that the age distribution of typhus fever 8 
noteworthy, in that the cases are fairly evenly dis 
tributed over the entire life span. 


Figure 22 shows the day of eruption compared 
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the day of onset for both diseases. In Rocky Moun- 
tain spotted fever the rash appears earlier than in 
typhus fever. The average day after onset is 5.5 days 
for Rocky Mountain spotted fever and 6.5 days for 
typhus. From the graph you will note that the rash 
appears on the 5th day in the greatest number of 
Rocky cases and on the 7th day in typhus cases. 
There was no difference in the males and females. 

Figure 23 shows the duration the of 
those who lived. The average duration of fever for 
both diseases is a fraction over 16 days. However, 


of fever 


a you can see in the graph more cases of Rocky 
Mountain spotted fever than typhus fever run a 
fever for a long time. The average for the typhus 
cases was brought up by a few cases that may well 
have been misdiagnosed. 

: The next three figures are particularly interest- 
ing. The data on the Weil-Felix reactions was rather 
“arce, but, despite the deficiency in data and the 
probable misdiagnosis of some cases, there is a 
marked difference in typhus and Rocky Mountain 


95 


6). 


spotted fever. What we did was take the total num- 
ber of specimens examined in a three day period 
and see what percentage were positive in five dilu- 
tions, 1:80, 1:160, 1:320, 1:640 and 1:1280. Fig- 
ure 24 shows the results for Rocky Mountain spotted 
fever. The drop in all the curves on the 20th day 
is probably not significant but due only to the small 
number of specimens examined that late in the dis- 
You all 


maximum number of positives is not reached until 


ease. will observe that in dilutions the 


the 17th day. This is in accord with the experience 
of others. You will recall, however, that Parker 
selected 1:320 as a diagnostic titre and 1:160 as 
suspicious. As late as the 17th day only 41.3 per 
cent of our cases were positive in the diagnostic dilu- 
tion and only 52.2 per cent positive in the suspi- 
cious dilution. Let us now look at the similar graph 


for typhus fever (figure 25). Immediately you 


are struck with the higher percentages positive 


in every dilution. Moreover, a considerable num- 


ber are positive in dilutions higher than any 
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shown on this graph. The same meaningless dip 
as seen in Rocky Mountain spotted fever appears on 
the 20th day and the maximum again comes on 
approximately the 17th day. In typhus fever 83.3 per 
cent of the specimens examined on the 17th day are 
positive in both the diagnostic and suspicious titres. 
Figure 26 shows the 1:80 dilutions and the 1:640 
dilutions for both diseases on the same graph. 
The solid line is typhus fever and the broken line 
is Rocky Mountain spotted fever. This shows how 
in both dilutions the per cent positive is much higher 
in typhus fever than in Rocky Mountain spotted 
fever. For some reason typhus fever agglutinates 
proteus OX19 in higher titres than does Rocky 
Mountain spotted fever, but, again, let me remind 
you that the Weil-Felix test is specific for neither 
disease and can only be used as an aid in diagnosis. 


Among the questionnaire cases, the fatality rate 
was 15.9 per cent for Rocky Mountain spotted fever 
and 7.3 per cent for typhus fever. This is a little 
lower for Rocky and higher for typhus than the 
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figures generally given but not different enough to 
be significant. For both diseases the average day of 
death was 13.5, with death falling anywhere be 
tween the 5th and the 38th day. 


Two hundred and twenty-one, or over 50 per ceil, 
of the cases of Rocky Mountain spotted fever gave 
a definite history of tick bite. The greatest number 
were bitten 7 or 8 days before the onset of the dis 
ease, with the majority falling between 1 and 15 
days. Only 8, or 7.3 per cent, of the typhus cases 
gave a history of tick bite. Twenty per cent of the 
cases of Rocky Mountain spotted fever gave a his 
tory of rat infestation at home or place of bust 
ness, while 52.3 per cent of the typhus cases gave 4 
similar history. A negligible number in both dis- 
eases had a history of lice or bed bugs. 

In conclusion, it can be said that, generally speak- 
ing, the data on cases of Rocky Mountain spotted 
fever and typhus fever in Virginia coincides fairly 
well with what is known about these two rickettsial 


diseases. 
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DISCUSSION 
Dr. H. B. MULHOLLAND, Charlottesville: I am sure that 
all of us will profit by reading Dr. Henderson’s paper 
when it is published, because it is a very excellent survey 
We have 
been particularly interested in spotted fever. I do not 


of the whole question of Rickettsial diseases. 


think I have seen, or at least I have not recognized, a 
case of typhus fever recently in the University of Vir- 
ginia Hospital. Probably we should not see much typhus 
fever there, because we draw our patients from the coun- 
try districts, whereas typhus fever patients come mostly 
from the urban areas. 

I should like to ask Dr. Henderson several questions: 
(1) Whether any survey has been made of the rats in 
various sections of Virginia to determine the prevalence 
of rickettsial infestation. (2) Is the reduction in spotted 
fever cases during the last three or four years due to the 
fact that a vaccine is being used prophylactically in in- 
dividuals who must spend a good deal of time outdoors. 
We have given vaccine to a number of children the past 
few years. (3) Have you had any experience with spotted 
fever serum, which has been used experimentally for the 
past four or five years, and whether you think atabrine, 
which the Germans use, has any value at all. 

Dr. HENDERSON, closing the discussion: We have never 
made a survey of rats to determine whether they are 
carrying the rickettsia. About the only way to do it 
would be to test a sufficiently large sample for immunity. 
We should like to do this at a later date. 

In connection with the number of cases of Rocky 
Mountain spotted fever, I believe we have not reduced 
the number of cases by free distribution of egg-yolk vac- 
cine, as distributed by the United States Public Health 
We have for this. 


But when we think of the few immunizations that will 


Service. several years distributed 


be produced, I doubt if it is responsible. Possibly the 
decrease in Rocky Mountain spotted fever may be due to 
a decrease in the number of ticks, or some factor with 
which we are not familiar. 

The rabbit serum is prepared at present by Lederle 
Laboratories. About one-third of the ampoule is given 
intramuscularly after you test for sensitivity, and the other 
two-thirds is given after an interval of eight hours. Dr. 
W. A. Browne, of Alexandria, informed me of one case 
in which the Arthus Phenomenon had developed in a 
boy following administration of the serum. 
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AGRANULOCYTIC ANGINA—A DRUG HAZARD* 


ERNEST LEE CopLey, M.D., 
Richmond, Virginia. 


Agranulocytic angina was known to only a few 
physicians two decades ago. Now it is a matter of 
informed concern to every doctor. It was inevitable 
that we would learn rapidly about this new disease 
for: (1) many cases proved fatal; (2) most cases 
appeared to be caused by drugs we prescribed for our 
patients; and (3) the disease has shown a special 
propensity to kill us doctors. The early observation 
that physicians, pharmacists and nurses were at- 
tacked out of all proportion to their percentage of 
the whole population constituted a strong clue point- 
ing to some recently introduced drug as the caus- 
ative agent. Presumably the disease has occurred 
and killed now and then over a long period of time. 

At length, some of its features were observed! and 
thought significant. 
ported,” though the symptoms were not fully under- 
stood. It remained for the German pathologist, 
Werner Schultz,* after studying a group of six cases 
in 1922 to recognize the disease as an entity and 
describe its characteristic syndrome. 


Then, a few cases were re- 


Stimulated by his report, a number of others*®-67 
became alert to recognize the disease, and undertook 
to discover the etiology. Schultz thought it peculiar 
to women. While all six of Schultz’s cases proved 
fatal, some survivals were reported. It was noted 
that prostration, high fever and other grave symp- 
toms follow the leukopenia, rather than precede it, 
as Schultz and others believed. 

As to etiology, Schultz could do no better than to 
call the disease constitutional. He isolated several 
kinds of organisms from lesions, but could establish 
no causal relation. Other pathologists* found viru- 
lent organisms in patients having the disease, re- 
ported them as the cause, along with denial of the 
disease as an entity, and suggested sepsis with 
granulocytopenia, or agranulocytic infection as the 
proper name for the disease condition. 

When determined, the etiology was as remarkable 
as the disease itself. Several pathologists, notably 
Kracke,’ had suspected the cause to be a benzol-ring 
drug acting on leukopoietic tissues with a special 
idiosyncrasy. Following this lead, scores of studies 
were made and suspicion became conviction. 

The earlier studies in etiology dealt chiefly with 





*Read at the annual meeting of the Medical Society of 
Virginia in Roanoke, October 25-27, 1943. 


investigations of amidopyrine. Later it was found 
that kindred drugs produced the disease. Madison 
and Squier” reported, in 1933, a series of fourteen 
cases, all of which followed the taking of amido. 
pyrine, alone, or in combination with some other 
drug. In six cases, in which the drug was continued. 
there was a mortality of one hundred per cent. In 
eight, in which the drug was discontinued, there were 
six recoveries. In two, in which the drug had been 
taken previously, repetition was followed by a defi- 
nite fall in the granulocytes. In 1933, Butt et al 
proved that amidopyrine in large doses had a toxic 
effect on the bone-marrow of dogs. Colmes et al! 
showed that a few grains of amidopyrine adminis- 
tered by mouth, or a few milligrams given intra- 
dermally, to patients who had recovered from pre- 
vious attacks induced a severe return within a few 
hours. 

Dameshek"™ studied eighteen cases and decided 
twelve to be due to amidopyrine, two to allonal, two 
to dinitrophenol, and one each to arsphenamine and 
pantopon. It seems significant that in one of the 
two cases reported by Kastlin,® in 1927, six arsenical 
injections had preceded the onset of the disease. 
Numerous cases have been reported following the 
administration of causalin.! The number of re- 
ported cases resulting from the administration of 
the sulfonamides run into several hundred. 

In Jackson’s" series of 109 cases the use of drugs 
was blamed as follows: Thirty-four to sulfanila- 
mide, eight to sulfapyridine, thirty-nine to amidopy- 
rine, seven to allonal and four to causalin. The rest 
were due to various preparations, herein listed. 

In the face of the accumulated evidence on the 
causation of the disease, some cases are still believed 
to be idiopathic. It may well be that there is a0 
offending drug or agent which has not as yet beet 
determined. FitzHugh" states that substances other 
than drugs—food, bacterial products and metab- 
may produce the disorder through mechan- 
isms of acquired sensitivity. 


olites 

An incomplete list of the drugs which have been 
reported or suspected to have caused agranulocyti¢ 
angina includes amidopyrine arsphenamine, the 
sulfonamides, causalin, allonal, bismarsen, phenace- 
tin, quinine, cibalgine, allurate, amidophen, cincho- 
phen, neocincophen, amytal compound, dinitrophe- 
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nol, sedormid, novaldin, neostibosan, plasmochin, 
bismuth and nirvanol. 

The pathology of the disease is primarily in the 
bone-marrow. All that follows is secondary. Nor- 
mally, the red bone-marrow makes erythrocytes, 
granular leukocytes and platelets. In this disease 
state the bone-marrow’s ability to form granulocytes 
is greatly impaired or even totally destroyed. As 
Roberts and Kracke™ say, “The factory that makes 
granulocytes goes on a strike and shuts down.” The 
strike, however, appears to be a partial one, for 
while the bone-marrow ceases to make granulocytes, 
it continues its normal output of erythrocytes and 
platelets. These pathologists reported a case studied 
through two attacks. Having studied the first, they 
made daily blood counts over a period of time before 
the onset of the second, and found that the granulo- 
cytes disappeared from the blood stream two or 
three days before the appearance of the clinical 
symptoms. 

The onset of the disease is sudden and stormy. 
The first complaint is usually of sore throat. Pros- 
tration, chill and high fever follow promptly. If 
the patient does not die in the acute stage, ulcera- 
tive lesions develop in the throat, mouth and gums, 
and sometimes on the vulva and anus. In the early 
stage the condition may be mistaken for tonsillitis, 
sore throat or influenza. In some instances, there is 
a prodromal sore throat; if sore throat is followed 


by chill and high fever, inquiry should be made re- 
garding the drugs the patient may have taken and 


a blood examination made. 

The cervical lymph-nodes are usually involved, 
due to the secondary infection of the throat. The 
spleen and liver may or may not be palpable. 

The most significant feature of the syndrome is 
the blood picture. In no condition are the white 
cells, particularly the polymorphonuclear cells, so 
few. The white cells may number less than a thou- 
sand, and none of these may be polymorphonuclears. 

Agranulocytic angina must be differentiated from 
lymphatic leukemia, and from overwhelming sepsis. 
In agranulocytic angina,!® the anemia is not of high 
degree; the platelets are normal; it is rare in chil- 
dren, is seen in’ the aged; many myelocytes appear 
in the blood stream; and with a temperature of 102 
to 104 degrees the patient is acutely ill. In lympha- 
tic leukemia, the anemia is grave, the platelets de- 
creased; it is common in children, rare in the aged; 
and with a temperature of 102 to 104 degrees the 
patient may not appear ill. In overwhelming sep- 
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sis,” anemia, slight at first, is rapidly progressive; 
immature cells appear in the blood 
stream; the platelets are increased. The main dif- 
ferentiating point is the infectious process which 
precedes the blood changes. 


many white 


The reported deaths from agranulocytic angina 
in Virginia in the past eight years number thirty-six, 
by years as follows: 1935—5, 1936—1, 1937—12, 
1938—2, 1939—1, 1940—10, 1941—4, 1942—1. 

Three of the eighteen deaths since 1938 were due 
to one of the sulfonamides, according to replies to 
letters sent physicians who reported these deaths. 
For 1941, Sutliff et al?! reported in considerable 
detail twenty-eight deaths from sulfonamide toxemia 
in New York City among 74,553 pneumonia deaths, 
eight of which were due to agranulocytic angina. 
The difficulty of obtaining reliable data in cases of 
death from this cause is obvious. Long’s™ survey of 
the literature discovered reports of 250 cases of 
granulocytopenia from sulfonamide compounds. He 
did not indicate the mortality. 

Three cases follow in brief outline. 

Case 1. A white man, aged 54, previously in good 
health, was given amidopyrine in the treatment of 
1934. While no 
characteristic of agranulocytic angina was noted 


influenza, December, symptom 
immediately, there ensued a definite decline in well- 
being, generalized pains, progressive weakness and 
stiff joints, which at length confined him to bed the 
most of the time. An anal fissure was the occasion 
for hospitalization, December 7th, 1935, nearly a 
On the third 


hospital day, after cauterization of the fissure, the 


year after taking the amidopyrine. 


typical syndrome of agranulocytic angina developed 
—chill, fever, prostration, coma, and disappearance 
of polymorphonuclears from the blood stream. The 
temperature, which was normal on admission, and 
101 degrees on the second day, rose to 104.2 degrees 
and then varied from 102 to 105 degrees for a period 
of seventeen days. The remainder of the 74 days in 
the hospital, it was subnormal, normal or moderately 
elevated. instituted a after the 
acute onset consisted first of 20 c.c. pentnucleotide 


Treatment week 
intramuscularly, b.i.d.; then blood transfusions on 
the 10th and on the 12th. The blood findings illus- 
trate the course of the disease. 

The patient was a semi-invalid after leaving the 
hospital. The red cell counts varied from three-and- 
a-half million to four million, the whites from two 
thousand thousand—polymorphonuclears 
five to six per cent, occasionally as high as twenty 


to four 
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Wassermann Negative. 


per cent. He was given, as before, numerous injec- 
tions of pentnucleotides and also liver extracts 
parenterally at varying intervals. After one of the 
injections, twenty-eight months after his first hos- 
pitalization, he developed an abscess in the right 
ischio-rectal region. Again, he was admitted for six 
days and the abscess drained. Two blood counts 
were made. 
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The course of the illness was downhill after that 
episode. He was given more injections of pentnu- 
cleotides, developed another abscess in the left but- 
tock, and was again returned to the hospital two 
months later for another incision and drainage. 
Blood counts made at that time revealed a definite 
anemia as well as more pronounced leukopenia. 
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His condition grew steadily worse after this third 
confinement. He developed numerous lesions jn the 
mouth, throat, nose and sclerae and the anal region, 
and open sores appeared elsewhere on the body, par- 
ticularly on the toes and fingers. The anemia and 
leukopenia became of severe grade, and the number 
of polymorphonuclears remained low. All treatment 
except irrigations and wet dressings to lesions were 
discontinued. He was admitted to the hospital the 
fourth and last time in a moribund condition, Ay- 
gust 7, 1939, three years and eight months after the 
onset of the disease. 
alternate days had no effect whatever on the disease, 
as the blood counts indicate. 


Two blood transfusions on 
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The patient died the ninth hospital day. No 
autopsy was performed. 

Case 2. A white woman, aged 60, gave a confus- 
ing history: She had cut her finger ten days before, 
and it became infected. Shortly thereafter she felt 
generally indisposed and began to have fever and 
night sweats. During this period she handled a 
freshly killed rabbit. The relationship of this in- 
cident to her sickness was not at all clear. 

She did not complain of any particular pain, but 
she appeared critically ill, and had a temperature 
of 103.5 degrees. The physical finding was an ulcer 
on the left fore-finger. She was immediately hos 
pitalized. The first impression was staphylococcic 
septicemia, the second tularemia. ‘Treatment col- 
sisted of codein, wet dressings and sulfadiazine. 
The temperature was elevated and septic in charac- 
ter the first week, 100 degrees to normal the second, 
irregularly elevated the third. 

One gram of sulfadiazine was given every four 
hours for the first eleven days. With a decrease in 
temperature by that time the dose was reduced to 
half a gram daily for five days. With its increase, 
however, the dose was doubled and continued until 
the twentieth hospital day, at which time, the labora 
tory reported a positive agglutination for B. tula- 
rense of 1 to 50. All blood cultures were negativ® 
A total of 108 grams of sulfadiazine had been gv 
and a blood examination at that time showed 4 red 
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cell count of 3,800,000 with a hgb. of 71 per cent 
and a white count of 5,100. 

Three days later the syndrome of agranulocytic 
angina developed. Its treatment consisted of liver 
extracts parenterally and blood transfusions for 
three successive days. The disease ran a stormy 
course to death on the fifth day after its onset. An 
autopsy was performed. 

The blood counts were as follows: 


es 

% 
Admission 4,700,000 16,400 
10th - 5,900 

3,800,000 5,100 

24th 4,300,000 1,350 96 
25th - 1,600 1 96 
26th : 3,100 98 2 


Autopsy diagnosis by Dr. L. J. Buis—Johnston- 
Willis Hospital: 

(1) Agranulocytic angina 

(2) Tularemia, splenic (ulcero-glandular type) 

(3) Pulmonary atelectasis and congestion 

(4) Pericardial adhesions 

(5) Uterine fibromyomata. 

The bone-marrow from the sternum and lumbar 
vertebrae was of a bright red color. Microscopic ex- 
amination revealed absence of mature granular leu- 
kocytes, many myelocytes and promyelocytes, and 
the normal number of red blood cells in all stages 
of development. 

Case 3. A white man, aged 24, an Army Lieu- 
tenant, gave the history of having been in a Camp 
Hospital fifteen days of the previous month, for 
general indisposition. He had not felt well since. 
Two weeks later, while at home on leave, he de- 
veloped a sore throat and high fever. He was given 
no drugs in the hospital and had not taken any the 
previous year. 

He was acutely ill, with small ulcerative lesions 
in the throat, temperature 104 degrees, the range for 
a period of ten days being 102 degrees for mornings 
to 104 and 105 degrees for afternoons. He was not 
hospitalized. A blood examination established the 
diagnosis of agranulocytic angina. Treatment con- 
sisted of codein and aspirin the first twenty-four 
hours; subsequently codein as needed, and a saline 
mouth-wash and throat gargle. 

Recovery took place in four weeks. The blood 
counts follow: 


N. 


A 
a 


Pmn. 


Ist 4,800,000 2,000 
3rd 3,900 
7th 4,000 
20th 4,500 
On dis- 

charge 5,400 86 46 1 
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If the tendency of these three cases were uniform 
or in the same direction, some inference might Be 
made as to the value of treatment. In one instance, 
however, the patient lived nearly four years with 
treatment; the second died in spite of treatment, the 
third recovered without it. They are, therefore, in 
accord with the various results of therapy reported 
by authorities* in this field, and lend some support 
to the extreme opinions, varying from disbelief™* in 
any form of treatment to enthusiasm” for the several 
therapeutic measures—pentnucleotides, blood trans- 
fusions, yellow bone-marrow, liver extracts and 
adenine sulfate. 

I believe Dameshek* explains these varying re- 
sults in his statement, “If the bone-marrow leuko- 
cytes are not irretrievably damaged, the patient will 
recover; otherwise the effects of therapy in a given 
case are very dubious.” 

The emphasis is now on prevention of the disease, 
and this is not without its problems. For some time, 
hematologists have advised against prescribing ami- 
dopyrine or any of its numerous congenors. Three 
leading drug stores, in Richmond, informed me they 
are filling a decreasing number of prescriptions for 
these drugs. The arsenicals and quinine are di- 
rected against dreaded enemies, and their value 
unquestionably justifies the risk of an occasional ill 
result. The possibilities for evil of all incriminated 
drugs should be consideréd carefully before pre- 
scribing them. 

The reported cases of agranulocytic angina from 
sulfonamides have been considerable. They have 
caused also numerous toxic reactions—skin rash, 
fever, hematuria, oliguria, acute hemolytic anemia, 
leukopenia; and liver and kidney damage. However, 
while their benefits have more than compensated for 
their ill effects, in the light of known dangers they 
should be administered more discriminatingly. It is 
wise to use less harmful drugs in non-fatal diseases. 
The prescribing of one of the sulfonamides for any 
and all febrile conditions is to be discouraged because 
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of the reason given, and because of the additional 
risk of sensitizing a large portion of the population 
to these potent drugs and so depriving many of 
their curative powers in future illnesses. Tracy 
Mallory” says, ‘“‘Do not give me sulfonamide for any 
non-lethal complaint.” 

It appears also that the minimum rather than the 
maximum dose should be administered, and that 
they should not be given over a long period of time. 
It is obvious that frequent white blood cell and dif- 
ferential counts should be made on patients receiv- 
ing them, and the physician should be on the look- 
out for any indication of an idiosyncrasy. It is 
generally agreed that, where feasible, tests of degree 
of concentration of the drugs in the blood are well 
worth while. 

SUMMARY 

Werner Schultz, in 1922, recognized agranulocytic 
angina as a disease entity and described its syn- 
drome. Other pathologists added much to our know]- 
edge of the disease. Its etiology remained a baffling 
problem for nearly a decade. At length Kracke sus- 
pected the disorder was due to an idiosyncratic reac- 
tion of the bone-marrow to certain drugs, especially 
those containing the benzol ring, such as, amidopy- 
rine. This suspicion was verified in several studies. 

The pathologic physiology is a destruction of the 
function of the bone-marrow to make white blood 
cells, resulting in the disappearance of the white 
blood cells from the blood stream, particularly the 
polymorphonuclears. 

The distinctive symptoms are sore throat, chill, 
fever, prostration, the most constant being sore 
throat. 

Thirty-six deaths have been reported in Virginia 
the past eight years, three of which were ascribed 
to one of the sulfonamides. 

Three cases are outlined briefly. In the first, the 
patient had taken amidopyrine eleven months before 
the acute onset, which was preceded by a prodromal 
period of ill health. He was treated with the recom- 
mended therapeutic measures—pentnucleotides, blood 
transfusions and liver extracts parenterally, and 
lived three years and eight months. In the second 
the disease developed after the taking of sulfadia- 
zine, and was treated with liver extracts parenter- 
ally, and blood transfusions. Death ensued the fifth 
day after onset. In the third case no drug was taken 
before onset which is under the slightest suspicion, 
nor was any drug given in the course of the illness, 
yet recovery took place. 


These three cases appear to be in accord with the 
various results of therapy reported by the authori- 
ties in this field, and lend some support to the 
extreme opinions varying from no faith in any form 
of treatment, to enthusiasm for the different recip: 
mended therapeutic measures. 

Some means of prevention are suggested. There 
are indications that physicians have already heeded 
the warning of hematologists as to the danger of 
amidopyrine under its various names. 

It is suggested that the sulfonamides be pre- 
scribed more discriminatingly than heretofore, and 
in only grave diseases. With assiduous care it is 
believed many of the ill effects of these valuable 
drugs can be prevented. 
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DISCUSSION 
Dr. WittiAM B. Porter, Richmond: We must appreci- 
ate that Dr. Copley has brought to us a very timely 
discussion. I shall, however, take exception to some of 
the premises adopted, because I feel that the entity of 
so-called “agranulocytic angina” has been considerably 
confused, by including in this syndrome many diseases 
which should not justifiably be placed there. The ques- 
tion of the causes of leukopenia is still a very difficult one 
I think that the essayist has undoubtedly 
proven beyond a doubt that one of the frequent causes of 


It is 


to answer. 


leukopenia is the use of certain well known drugs. 
not necessary to enumerate these. 

On the other hand, we must recognize that leukopenia 
of an infectious origin, leukopenia associated with the 
blood dyscrasias, Hodgkin’s disease, and miliary tuber- 
culosis are among those very difficult diseases to diagnose 
and yet are among the most frequent causes for leupo- 
penia. What I wish to emphasize is that the diagnosis of 
so-called Schultze’s disease is a difficult and 
we should be very cautious, I think, in throwing into 
this category two of the patients whom Dr. Copley has 
presented. One of the authors to referred, 
Jackson, has given sound caution in this connection. He 


very one; 


whom he 


emphasizes that it is very unwise to make the diagnosis of 
agranulocytic angina if the leukocyte count does not fall 
below 2,000. In the first case, discussed by Dr. Copley. 
the leukocyte count was about 3,000. I should be inter- 
ested in watching the course of this for splenic anemia 
is a likely diagnosis. 

In the second case I should prefer to use the term “sul- 
fonamide idiosyncrasy” rather than agranulocytic angina. 
In the third case I should much prefer using the term 
“infectious leukopenia” rather than agranulocytic angina. 
The case recovered promptly under Dr. Copley’s skillful 
treatment. 

Finally, I should like to re-emphasize what Dr. Copley 
said in the last paragraph of his paper, namely, that the 


indiscriminate use of these very powerful drugs in pa- 


tients who have relatively simple diseases is not justified. 
They should be reserved for patients who have serious 
maladies, 

I am going to differ with Dr. Copley in his statement 
about the dose of the sulfonamides. It has been empha- 
nized by many authors that the indications for the sulfona- 
mides are pretty clear. Once the decision is made that 
the Patient does have a disease which requires the ad- 
ministration of the sulfonamides, there is a specific dos- 
age which is necessary to control the disease. ‘There is 
hot any excuse for the use of a small amount of the sul- 
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fonamide drug because the patient has a mild type of 
infection and the use of a large dosage when the patient 
has a severe type of infection. For instance, a pneumococ- 
cus infection requires a certain concentration of the drug 
for the control of the disease. The only difference may 
be that the patient with the severe type of disease re- 
quires intravenous dosage so that the concentration may 
be built up quickly, whereas the patient with a less severe 
type may have the slower oral treatment. 

I am very grateful to Dr. Copley for bringing us this 
paper and think he has made a timely contribution to 
the program. 

Dr. Paut D. Camp, Richmond: I should like to say 
just a few words and ask Dr. Copley and Dr. Porter 
whether they have ever seen a case that showed the com- 
plications that this one had. This patient was a male 
between forty-five and fifty who had been perfectly nor- 
mal. His 


He was definitely an 


I had made periodic examinations of him. 
cardiovascular system was normal. 
allergic individual. He had a back strain and developed 
distinct sciatic nerve symptoms. I had a neurologist see 
him, who prescribed one of the propietary drugs containing 
amidopyrine. The patient happened to be a pharmacist 
and, instead of taking the prescribed amount of the drug 
he took two or three hundred of 


the tablets over the 


period of a month or so. He developed, I guess, what you 
Whether he had an 
idiosyncrasy to that drug or not, he developed the typical 
syndrome. 


might call agranulocytic angina. 


He was very ill, but, fortunately, recovered. 
During his convalescence he developed auricular flutter, 
When we were able 
to get him to the hospital we found he had definite hyper- 
thyroidism, which persisted for quite a while. We treated 
He is now in normal 


which was controlled by digitalis. 


his hyperthyroidism conservatively. 
health, except that he continues to have his allergic symp- 
toms, consisting of bronchial asthma, from time to time, 
and so forth; and he is still not as strong as he was, 
It has 
been checked from time to time and remains normal. 

I should like to ask Dr. Copley and Dr. Porter if they 
have seen auricular flutter and hyperthyroidism develop- 


but his blood picture has returned to normal. 


ing in the course of this disease. 
Dr. CopLtey: I should like to ask Dr. Porter to give 
his experience and his opinion as to the complications of 
which Dr. Camp spoke. 
Dr. WILLIAM B. Porter: I have not seen such a com- 
If I had seen it, 1 think I would ask myself 


the question if I had not overlooked the hyperthyroidism, 


plication. 


instead of its developing afterwards, 
Dr. Camp: I might say that there was no clinical in- 
We had never done 


a basal metabolism on him, because there was no indi- 


dication of hyperthyroidism before. 


cation for it. He had been checked from time to time 


thoroughly. I did not previously do a cholesterol nor a 


basal metabolism because there had been no indication 


for it. 


Dr. Cop.ey, closing the discussion: I appreciate Dr. 


Porter’s stimulating discussion. It is good practice to 


challenge diagnoses. We knew from statistics covering 
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large series of cases that lobar pneumonia carried a mor- 
tality rate around 35 per cent before the introduction of 
the sulfonamides. When physicians in the past, therefore, 
claimed 10 per cent or 15 per cent, as a result of some 
particular therapy, I suspected that they had included in 
their series less fatal respiratory infections. Obviously, 
studies based upon incorrect diagnoses are of little value. 

Manifestly, the diagnosis of blood dyscrasias generally 
is more difficult than that of some of the more frequently 
encountered disease conditions. 
an infectious origin, Hodgkin’s disease and miliary tuber- 
culosis, conditions Dr. Porter mentions. and also lymphatic 
leukemia are now known to be definite disease entities, 
and have been thoroughly described by Jackson, Fitz- 
Hugh, Kracke, Dameshek and others. 
agranulocytic angina has a more typical syndrome than 
any of these disorders, and I believe should be differen- 
tiated from them without a great deal of difficulty. Cer- 
tainly, this disease entity need not be confused with either 
Hodgkin’s disease or miliary tuberculosis, because there 
is no real similarity, either in the blood pictures or the 
clinical courses. 

I am confident the three cases I have described are 
correctly catalogued. The first was seen by several in- 
ternists and hematologists, including Dr. Porter’s medical 
staff, and the diagnosis of agranulocytic angina was con- 
curred in. Dr. Porter himself advised an X-ray examina- 
tion of the chest, apparently to rule out a possible Hodg- 
kin’s disease and tuberculosis. Also splenic anemia was 
distinctly discarded as an explanation of the case. The 
leukocytes fell below 2000, which Dr. Porter overlooked, 
1850 and 1900 respectively on two different counts, and the 
onset and clinical course were typical of agranulocytic 


However, leukemia of 


Furthermore, 


angina. 

There is no point in terming the second case, “sul- 
fonamide idiosyncrasy,”’ and this would not alter the 
pathology involved. Agranulocytic angina is the result 
of an idiosyncrasy on the part of the bone marrow to 
certain drugs. In this particular instance, the offending 


drug was sulfadiazine. An idiosyncrasy is a character- 
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istic of this type of bone marrow response, and not q 
disease in itself. Calling the case “sulfonamide idiosyn- 
crasy” is merely quibbling over terms. 

The signs and symptoms and also the blood picture 
of the third case were thoroughly characteristic of those 
of agranulocytic angina. Neither was there any infec. 
tious process to explain the leukopenia. I am therefore 
certain all three cases are correctly labeled. 


Dr. Porter is correct in asserting that a certain concep. 
tration of the sulfonamides is necessary to control pney- 
monia and other conditions requiring the drug. I be- 
lieve a concentration from 10 mgs. to 14 mgs. of sul- 
fadiazine per 100 c.c. of blood is required for pneumonia, 
Whatever dosage, therefore, is necessary to maintain a 
concentration sufficient to control the pneumonia, obvious- 
ly, should be administered. What I caution against, is 
giving the drugs with complete abandon and over long 
periods of time, when the patient is well out of danger, 
The length of 
time the drug was given was a factor in nearly every one 
of the twenty-eight deaths Sutliff ef al. reported from 
sulfonamide toxemia in New York. The length of time 
the drug was administered was a definite factor in the 
death of the second case I described. 


assuming they were as safe as aspirin. 


I am very glad Dr. Porter adds emphasis to my con- 
tention that physicians ought not to administer the sul- 
fonamides indiscriminately for many of the relatively 
simple disease conditions which readily respond to less 
hazardous medication. I have been impressed by the 
observation that some patients rate a physician’s skill on 
the basis of whether or not he prescribes the sulfonamides. 
I believe the public needs to be re-educated as to the 
dangers of these preparations. It is a splendid thing, 
therefore, that teachers in medical schools are lending 
their influence in this direction. I do not think amidopy- 
rine should be administered at all. 

I want to thank Dr. Camp for his question. The case 
he describes has the earmarks of agranulocytic angina. 
However, I have not seen a similar case. 





An “Iconography of Vitamin Deficiencies”, 
Consisting of seven unretouched color photo- 
graphs revealing symptoms of vitamin deficiency 
cases that often go unrecognized for long periods 
have been reproduced and are now being circulated 
to the medical profession by the Winthrop Chemical 
Company, Inc. The pictures were originally made 
at the Nutrition Clinic, Hillman Hospital, Birming- 
ham, Ala., under the supervision of Dr. Tom D. 


Spies, director. 

Accompanying literature points out that many 
cases of vitamin deficiency may go unrecognized for 
a long period of time and that diagnosis is partict- 
larly difficult in subclinical types since “symptoms 
are merely suggestive and the physical signs may be 
minimal”. Illustrations, however, it is stated cal- 
not tell the entire story of the consequences of vita 
min depletion. 





VIRGINIA MEDICAL MONTHLY 


ONE DAY TREATMENT OF SULFONAMIDE-RESISTANT ACUTE 
GONORRHEA WITH PENICILLIN— 
A PRELIMINARY REPORT 


SIDNEY G. PacE, JR., Major, M.C., 
Chief, Medical Service, Station Hospital, 
Indiantown Gap Mil. Res., Pennsylvania. 
and 
LeonarpD L. Hermorr, Captain, M.C., 
Venereal Disease Control Officer, Station Hospital, 
Indiantown Gap Mil. Res., Pennsylvania. 


Gonorrhea has been a problem for centuries. It 
is one of the most important causes for loss of time 
from duty among troops.? 

The medical profession has been searching for 
centuries for a perfect therapeutic agent for gonor- 
thea. Sulfonamides were at first thought to be the 
answer. Subsequent trial has proved that the sul- 
fonamides are of value but they have their limita- 
tions. A drug is desired which will cure the largest 
number in the shortest period of time. 

From recent reports in the literature? 
would appear that penicillin fills the need for such 
a drug. Herewith are presented the results obtained 
on a series of thirty cases of sulfonamide-resistant 
acute gonorrhea in the male treated with penicillin 
at a Military Reservation. Twenty-nine of these 
cases had had one or more courses of sulfathiazole. 
One patient was drug-sensitive. 


.3,4,5,6,7 it 


Type OF Cases TREATED 

1. All patients in this series were adult males and 
had had acute gonorrhea for periods ranging from 
6 days to 3 months (average 25.5 days). All ex- 
cept one had been treated unsuccessfully with one 
or more courses of sulfonamide. 

2. Two had had three courses of sulfathiazole. 
Eleven had had two courses of sulfathiazole. Sev- 
enteen had had one course of sulfathiazole. 

3. The average case appeared with an extremely 
profuse, purulent, urethral discharge. At the com- 
pletion of the penicillin injections, the urethral 
discharge had become so scanty that smears and 
cultures of prostatic fluid had to be obtained. At 
end of 24 hours there are usually present a clear 
mucoid discharge obtainable by urethral massage. 
This mucoid discharge was negative for the gono- 
coccus. By 48-72 hours the mucoid drip disap- 
peared and no urethral discharge or prostatic fluid 
was available. 

All patients were admitted to the hospital for the 
one day treatment. 


THERAPY 

1. The penicillin used was supplied in crystalline 
form in ampules containing 100,000 Oxford units. 
Before use it was dissolved in 10 cc. sterile dis- 
tilled water or sterile normal saline. Twenty thou- 
sand units (2 cc.) were administered intramuscu- 
larly (alternate buttocks) every three hours, for 
five doses (total of 100,000 U.). 

2. Each patient had a smear of urethral discharge 
taken just prior to his first injection, and this was 
followed by smears and cultures of urethral dis- 
charge or prostatic fluid at the end of 3, 9, 24, 48 
and 72 hours. A smear and culture at weekly inter- 
vals for next three weeks was performed. 


RESULTS 
All thirty cases became bacteriologically negative 
within twelve hours. Fifteen of the thirty cases be- 
came bacteriologically negative at the end of three 
hours; seven were negative at the end of six hours; 
one was negative after nine hours, and seven were 
negative at the end. of twelve hours. 


CRITERIA OF CURE 


1. Consistently negative physical and laboratory 
findings for a period of not less than three weeks 
prior to discharge from medical observation. 

2. A minimum of three consecutive negative gon- 
ococcic cultures taken not less than one week apart. 
The cultural material consisted of urethral dis- 


charge or prostatic fluid. 


CONCLUSIONS 

1. Thirty cases of penicillin treated sulfonamide- 
fast acute gonorrhea became bacteriologically nega- 
tive within 12 hours after treatment was begun. 

2. Two of the cases had had three courses of 
sulfathiazole, eleven two courses of sulfathiazole, 
while seventeen had had one course. 

3. One hundred thousand units of penicillin were 
given in five divided intramuscular doses of 20,000 
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units each, at 3 hourly intervals, as a complete course 
of therapy. 

4. No toxic effects were noted; blood counts and 
urinalysis done at 3, 12, 24 and 48 hour intervals 
were normal; urethral smears and cultures taken at 
three hour intervals during the course of treatment 
became negative within a period of twelve hours. 
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Winthrop Chemical Company Twenty-Five 
Years Old. 
On June 27, this Company informally marked its 
twenty-fifth anniversary at a dinner at the DeWitt 


Clinton Hotel, Albany, N. Y., which was presided 
over by Dr. Theodore G. Klumpp, president. The 
company was incorporated in 1919 and derived its 
name from John Winthrop, Jr., America’s first chem- 
ist and Colonial Governor of Connecticut. At that 
time the company offered only 21 drugs, made into 
a total of 38 different items. Today Winthrop pro- 
duces more than 150 different drugs, totaling about 
750 different items. Penicillin, atabrine, and many 
other drugs, produced in their Rensselaer Research 
Laboratories, are serving the armed forces in battle- 
fronts all over the world. In 1919, the New York 
office staff numbered only 12; today the executive 
and office personnel in New York and the branch 
offices total more than 400. Then, there were about 
30 employees in Rensselaer, as compared to 1,550 
engaged in the manufacturing plant and laboratories 


now. 


Formation of the Division of Product Develop- 
ment of Winthrop Chemical Company was an- 
nounced on the 29th. This Division, with head- 
quarters at the Rensselaer plant, will explore the 
post-war commercial potentialities of products now 
being supplied by Winthrop to the armed forces, as 
well as new products developed in their laboratories. 


New Books. 

The following are recent acquisitions to the Li- 
brary of the Medical College of Virginia and are 
available to our readers, the only cost being return 
postage: 

Aldrich, C. A. & Aldrich, M. 
fashioned children. 1943. 
The American Pharmaceutical Association—The Phar- 

1943. 
American Psychiatric Association—One hundred years 


M.—Feeding our old- 


maceutical Recipe Book. 


of American Psychiatry. 

Andral, G.—Medical clinic: 
1843. 

Arnett, Alex Mathews—The story of North Carolina. 
1942. 

Babkin, B. P.—Secretory 
glands. 1944. 

Stern, B. J.—Family, past and present. 

Stern, K. and Willheim. R.—The biochemistry of malig- 
nant tumors. 

Strain, F. B.—Being born. 

Swartz, Jacob H.—Elements of medical mycology. 

Tenney, H. K.—Let’s talk about your baby. 

White House Conference on Child Health and Protec 
tion—Fetal, newborn and maternal morbidity and 
mortality. 

Wiener, A. S.—Blood groups and blood transfusions. 

Wolf, A. W. M.—Parent’s manual. 

Year Book of Dermatology and Syphilology—1943. 

Year Book of General Therapeutics—1943. 

Year Book of Neurology, Psychiatry and Endocrinology— 
1943. 

Year Book of Obstetrics and Gynecology—1943. 

Year Book of Pediatrics—1943. 


diseases of the abdomen. 


mechanism of the digestive 
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TREATMENT OF SULFONAMIDE RESISTANT GONORRHEA—WITH A 
REPORT OF ELEVEN CASES CURED* 


G. CoLBERT TYLER, M.D.., 


Newport News, Virginia. 


One of the recent challenges to medicine is the 
problem of treating the sulfonamide resistant strains 
of gonorrhea. The sulfonamides have made the 
treatment of the ordinary case of gonorrhea so easy 
that both the patient and the physician become very 
impatient when results are not as expected. 

I first encountered this problem in the early days 
of sulfanilamide. There was no response to two 
series of 60 grams of sulfanilamide given 2 grams 
every four hours for three days and gradually re- 
ducing that dose. During the brief reign of sulfa- 
pyridine I had three cases that did not respond to 
this drug but which were cured by sulfanilamide. 

With the advent of 
cases became more rare and I did not encounter 
another until after sulfadiazine was on the market. 
I successfully alternated the sulfathiazole. and sulfa- 
diazine until Case A reported. On this case nothing 


sulfathiazole the resistant 


but time was successful. 

On the next resistant case the patient asked for a 
solution of permanganate of potash for urethral 
instillations and I decided to use a local solution 
of sulfanilamide, 7.5 gr. to an ounce of boiling 
water. At this time I also gave this patient .1 cc. 
of gonococcus filtrate intracutaneously. Improve- 
ment was marked but not rapid. After treating three 
cases by this method with successful results, I asked 
Dr. C. C. Haskell for a solvent that would allow 
stronger instillations. He suggested that a suspen- 
sion might prove more effective than a solution and 
showed me a reported cure in about four weeks in 
which the duosulfon alone had been used. My last 
seven cases were treated with the duosulfon suspen- 
sion instillations together with gonococcus filtrate 
given every three days when possible. 

I consider the technic of instillations important. 
The patient is instructed to void, then wash out the 
urethra with two syringes of hot water. The duosul- 
fon Suspension is then well shaken, instilled into 
the urethra and retained for three minutes. This is 
done three times daily. 


In the case reports herewith the following ab- 


“Read before the Warwick County Medical Society, 
May 9, 1944. 





breviations are used: 
Sulfathiazole — St; 
amide—Sa. 


Gonococcus Filtrate—GCF; 
Sulfadiazine — Sd; Sulfanil- 


Case A. W.A.S., white, male, 26 years. Ex- 
posed six days before reporting. Purulent urethral 
discharge noted that morning. No pain or burning. 
Laboratory report positive for Gram-negative intra- 
cellular diplococci. Patient was started on St gm. 2, 
and one gram every four hours. In three days there 
was no noticeable change. The treatment was 
changed to Sd with the same dosage for four days 
with no change. Sd continued for one week with no 
change. St was given for one week with intracu- 
taneous GCF every three days with no improvement. 
GCF was continued for five doses and urine was 
alkalinized after the week of St. There was no im- 
provement. Ascorbic acid was given orally 500 mg. 
daily for three days and 300 mg. daily for one week; 
there was no change. The alkaline treatment was 
resumed and St 2 gm. every four hours was given 
for two days with no change. Sd was repeated for 
one week with no change. Acriflavin and potassium 
permanganate solution instillations were alternated 
until the patient finally ceased returning for treat- 
ment and said that he was well. 


Case 1. R.A.C., white, 
history of four exposures in past two weeks and 
reported with a purulent urethral discharge and 
persistent pain and burning. The laboratory report 
was positive. Treatment was started with St 2 gm. 
and 1 gm. every four hours. At the end of four days 
there was no change. Sd was given for four days in 
the same dosage with no change. St was given for 
two days 2 gm. every four hours with no change. 
This patient had heard of potassium permanganate 
instillations and requested this drug. I gave him 
the solution of Sa mentioned above and started GCF 
injections in the forearm. After the second GCF 
considerable improvement was noted. He became 
symptom free on the tenth day of this routine. A 
total of five injections of GCF were given and on 
the twentieth day his prostate was examined and 
found normal. A smear was made of the expressed 
secretion and was reported negative. I could not 


male, 19 years. Had a 











426 VirGINIA MEDICAL MONTHLY 


check this patient later as he was a soldier and was 
transferred. 

Case 2. W.D., white, male, 22 years. This pa- 
tient was brought in by Case 1 and thought that the 
source of infection was the same. He had been tak- 
ing Sd 1 gm. four times daily for one week and had 
noticed no improvement. Laboratory report was 
positive. St was given 2 gm. at once and 1 gm. every 
four hours for four days with no improvement. 
GCF injections and Sa solution, instillations were 
started. Improvement was noted after the second 
GCF. Treatment was continued for two weeks with 
five GCF injections. Discharge stopped on the 
seventh or eighth day. There was no recurrence 
after a drinking party during the first week after 
completing treatment. One week after treatment 
stopped the prostate was normal and secretion neg- 
ative for pus or organisms. 

Case 3. W.R., white, male, 23 years. Reported 
with typical symptoms and a history of eight pre- 
scriptions for large white tablets of two different 
kinds within the past three months. He had noticed 
no improvement in the urethritis, but was feeling so 
badly that he had missed several days from work. 
The laboratory reported no intracellular diplococci. 
GCF and Sa solution were started and the patient 
stated that the discharge stopped the day after the 
second GCF injection but reappeared the next day 
when he indulged in alcoholics. This patient was 
symptom free again on the eleventh day and re- 
mained so until his final check-up on the twenty- 
second day, at which time he was negative in every 
respect. 

Case 4. J.R.F., white, male, 26 years. This pa- 
tient was an officer at one of the Army Posts and 
had access to the sulfonamides at the Post Hospital. 
He had treated himself with Sd in adequate dosage 
and time schedule for one week and had then tried 
St for five days with no noticeable improvement. I 
started this patient on GCF and duosulfon suspen- 
sion instillations. He could not report regularly for 
the GCF injections but received a total of four. He 
became symptom free after the second injection. He 
continued the instillations for another week and was 
negative on check-up eighteen days after receiving 
his fourth GCF treatment. He returned six weeks 
later prior to a transfer and was negative at that 
time. 

Case 5. S. C., white, male, 27 years. This patient 
reported with a rather thin urethral discharge which 


was reported positive by the laboratory. He haq 
acute gonorrhea five months previously and the dis. 
charge stopped after about two weeks of oral § 
He had a recurrence of the discharge eight days later 
and the thin discharge has persisted with Occasional 
two or three day remissions since that time in spite 
of continued oral sulfonamides. The prostate was 
markedly enlarged and boggy and the prostatic dis- 
charge was thicker than he had been observing. The 
prostate was gently massaged and the patient given 
GCF and duosulfon suspension instillations, He 
received a total of five GCF injections and discharge 
stopped after third. He continued instillations and 
massages for one month, at which time prostate 
was firm and secretion negative. He returned for 
check-up after four months. Prostate was enlarged 
moderately and secretion was negative. He reported 
an occasional morning drop. 

Case 6. W.R. O., white, male, 34 years. This pa- 
tient reported with a history of positive laboratory 
report for gonorrhea and treatment with only sulfa- 
diazine for two months. My laboratory report was 
negative. He had a heavy discharge and complained 
of severe pain at times. He was given St for four 
days without change. GCF and duosulfon were 
started and the discharge stopped on the seventh 
day. Treatment was continued for five GCF injec- 
tions, at which time he was completely negative. 

Case 7. R.S.S., white, male, 20 years. Reported 
with history of acute gonorrhea of two months’ du- 
ration. ‘Treated extensively with Sd and St. In 
spite of treatment had developed orchitis on the left 
with swelling the size of a large hen’s egg. Had 
been unable to work for past two weeks, so came 
home for treatment. GCF and duosulfon started 
and GCF repeated in three days. Patient disap 
peared for thirty-two days. When he returned there 
was no discharge and the left testicle was down t0 
almost normal size. There was no pain on pressufe 
along cord or epididymis. His prostate was normal 
and secretion negative. He had continued instilla- 
tions. 

Case 8. M.H., white, male, 26 years. Patient 
referred as sulfonamide fast by V. D. Clinic. Punt 
lent discharge of four weeks’ duration. Had post 
tive laboratory report at Clinic. Had received St 
and Sd each for one week without improvement 
GCF and duosulfon started. Discharge stopped 
after second GCF injection. Unfortunately the local 
supply of GCF was exhausted. Discharge returned 
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three days later. It was three weeks before more 
GCF could be obtained. During that time old ty- 
phoid vaccine was given, hoping that a reaction to 
foreign protein would suffice. Nothing was accom- 


plished constructively and his disposition was much 


worse. When the GCF was available the discharge 
stopped on the fifth day and the patient received 
four injections in the second series. He was nega- 
tive on discharge. 

Case 9. J. B., white, male, 33 years. Patient re- 
ferred by V. D. Clinic with history of onset with 
peitive laboratory report two weeks before. Had 
received St and Sd each for one week with no im- 
provement. Laboratory report was positive the day 
he reported to me. GCF and duosulfon 
Discharge stopped two days after first treatment. 
A total of four injections were given in fourteen 
days, at which time he was negative. This is the 
most rapid recovery I have noted. 

Case 10. M.G., white, male, 20 years. Patient 
had acute onset three months before after a three day 
incubation period. He took nearly two hundred 
sulfonamide tablets with no change. 
tothe V. D. Clinic where he was found positive and 


started. 


He reported 
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with Sd with no 


change. GCF and duosulfon were started and the 


received one week’s treatment 
discharge stopped on the third day. A total of four 
GCF injections were given and the patient was 
negative. 

Case 11. W.A.5., 
reported with purulent discharge, positive report, 


white, male, 19 years. Patient 


and a box of Sd which he had been taking six days. 
St was given on usual schedule with no results in 
Dis- 
Patient disappeared 


three days. GCF and duosulfon were started. 
charge stopped on fifth day. 
after fourth injection, leaving an unpaid bill and 


an incomplete record. 


DIscussION. 

In my experience, if any sulfonamide given orally 
for gonorrhea does not produce noticeable improve- 
ment in forty-eight hours, it will not cure that given 
case. Frequently a change of drug will be effective. 
Neither GCF or duosulfon suspension instillations 
alone have been effective, but by synergistic action 
are very successful. 


Masonic Temple. 





Tantalum to Be Available to Civilian Sur- 
geons. 

Tantalum plates, foil, screws and wire to repair 
broken bones, nerves and skulls will shortly be avail- 
able to civilian surgeons through a recent allocation 
of the War Production Board, according to an an- 
houncement made by Dr. Gustav S. Mathey, Presi- 
dent of the Johnson & Johnson Research Founda- 
tion, New Brunswick, New Jersey. 

The Johnson & Johnson Research Foundation is 
4 Non-profit organization, founded in 1940 to endow 
research in universities and hospitals and to dis- 
‘minate summaries of findings to members of the 
medical profession. Dr. Mathey states that by an 
agreement between the Ethicon Suture Laboratories, 
Johnson & Johnson subsidiary, and the Fansteel 
Metallurgical Corporation of North Chicago, the 


availability of tantalum for civilian surgeons is as- 
sured at an early date. 

Tantalum has assisted surgeons to return to ac- 
tive life many cases which in the last war would 
have been disfigured and incapacitated for life. Lost 
portions of the skull, ears, noses and other parts of 
the face are being replaced with tantalum. One 
veteran has a tantalum “belly wall”. Nerves which 
control motion in arms and legs are stitched with 
tantalum thread and protected while healing with 
tantalum cuffs. Facial paralysis is relieved by small, 
saddle-shaped pieces of tantalum and wire used to 
pull the corners of the mouth to a normal position. 
This stops the unpleasant drooling and facial dis- 
tortion which go with the condition. Cleft palates 


also are being corrected. 
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ECTOPIC PREGNANCY* 


H. HupnaLy Wake, Jr., M.D., 
W. C. Winn, M.D., 
Eric C. ScHettin, M.D., 
Department of Obstetrics, 


Medical College of Virginia, 
Richmond. 


Ectopic pregnancy is a gestation which occurs 
outside the cavity of the uterus. It may be located 
in the broad ligament, the peritoneal cavity, the 
ovary, or any portion of the fallopian tube, includ- 
ing the interstitial portion. The successful treat- 
ment of this condition depends to a large degree 
upon an early and correct diagnosis. 

In 1940 we reported! some observations on one 
hundred and fifty consecutive ectopic pregnancies. 
Today we wish to report sixty-two consecutive cases 
of ectopic pregnancy treated in The Medical College 
of Virginia Hospitals during the past three years: 
1940, 1941, 1942. These patients have been divided 
into two groups, according to a new classification 
which resulted from an analysis of our original 
report. The first group was admitted with symp- 
toms of an acute rupture of the ectopic gestation. 
The second group was admitted with low abdominal 
pain and a pelvic mass, usually unilateral, result- 
ing from a slow hemorrhage or hemorrhage confined 
within the folds of the broad ligament. 

The difficulty one encounters in making a cor- 
rect diagnosis on these patients is illustrated by the 
fact that the cases we are reporting were referred 
to the hospital for admission to the obstetrical, gen- 
eral surgical, genito-urinary, and medical services. 

Eighteen patients (29 per cent) were white, and 
forty-four (71 per cent) were negroes. Thirty-seven 
(59 per cent) of the cases gave evidence of sudden 
or acute rupture, and twenty-five (41 per cent) were 
classified as old ruptures with definite pelvic masses. 

Patn. All of the patients complained of some 
type of low abdominal or pelvic pain. It was de- 
scribed as cramp-like in 46 per cent of the acute 
group, and in 68 per cent of the patients with a 
palpable pelvic mass. Sharp pain followed by faint- 
ing was encountered in 38 per cent of the acute 
cases and in 8 per cent of the patients with a pelvic 
mass. In the acute group sharp pain, with or with- 





*Read before the Seaboard Medical Association of Vir- 
ginia and North Carolina at its annual meeting in Rich- 
mond, December 2, 1943. 


out fainting, was complained of by 73 per cent of 
the patients. 

VAGINAL BLEEDING. 
vic mass, vaginal bleeding was observed in 84 per 
cent of the cases, and in the recent ruptures it o- 


In the patients with a pel- 


curred in only 65 per cent of the patients. Profuse 
vaginal bleeding was not observed in either group. 
Only one patient passed a blood clot larger than a 
walnut, and she had uterine fibroids and evidence 
of old, pelvic inflammatory disease. The absence 
of excessive vaginal bleeding and large clots is an 
important diagnostic point in ruling out the abor- 
tion cases. We have seen two patients’ with ectopic 
gestations in whom the pregnancies continued to 
grow and remain viable after vaginal bleeding had 
been observed for several days. 

BLoop PRESSURE. Only one patient in the hema- 
toma group had on admission a systolic blood pres- 
sure below 100 mm. mercury, but 24 per cent of 
the acute group had a blood pressure below 100 mm. 
systolic on admission. In a different and larger 
group of cases we found that only 17 per cent o! 
the patients with ectopic gestation presented the 
classical picture of sudden severe pain, followed by 
syncope. 

PULSE. 
80 per minute in all except two patients. It was 
above 90 in 75 per cent of the patients with hema 
toma. This corresponds with the findings in our 
first report, in which we noted that the pulse rate 
was accelerated out of proportion to the elevation 
of the temperature in patients with ectopic gestation 

TEMPERATURE. In cases with an acute rupture 
the temperature was below 100F. in 78 per cent 
the group, and the temperature remained below 
101F. in all of this group. In the hematoma group 
there were only two patients with a temperature 
above 101F., and 68 per cent had a temperature 
which remained below 100F. A slight elevation at 
temperature is encountered frequently in patients 
with ruptured ectopic pregnancy of several hours 
duration. 


In the entire series the pulse was above 
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Forty-eight per cent of the 


Rep CELL COUNT. 
patients with acute rupture had a red cell count 


below three million, but only 16 per cent of the 
hematoma group had such a low cell count. 

HemocLtosin. There was a striking comparison 
in the hemoglobin readings between the acutely rup- 
tured and the hematoma groups. The hemoglobin 
was below 60 per cent in 59 per cent of the acute 
group, but below 60 per cent in only 20 per cent of 
the latter. 

WuitEe CELL CouNT. 
leucocytosis, and in the acute ruptures the total leu- 


Sudden hemorrhage causes 


cocyte count was above ten thousand in 70 per cent 
of the patients, but in the hematoma group it was 
above ten thousand in only 32 per cent of the cases. 

Petvic EXAMINATION. 
always be done gently, and when pregnancy is pres- 


Pelvic examination should 


ent, unnecessary manipulation becomes extremely 
dangerous. In the presence of ectopic gestation 
manipulation of the cervix usually causes severe 
pain. The presence or absence of a palpable uni- 
lateral pelvic mass depends upon the duration of 
the pregnancy, and the amount of hemorrhage or 
secondary reaction associated with the hemorrhage. 

We wish to report in detail on one patient in this 
series because she had an intra-uterine pregnancy 
and a ruptured tubal pregnancy at the same time. 
Following removal of the ectopic gestation she went 
to term, and seven months after the salpingectomy 
she was delivered of a full term intra-uterine preg- 
nancy. 

L. T. C., a white female, age 30 years, gravida 
2, para 1, was admitted to The Medical College 
Hospital on March 17, 1942, at 9:15 P. M. Her 
thief complaint was low abdominal pain of two 
weeks duration, more severe during the afternoon 
before admission. The last regular menses occurred 
January 5, two months before admission to the hos- 
pital, 

History: The patient had one pregnancy four 
years ago, delivered by classical cesarean section 
after twelve hours of labor. The convalescense was 
normal. The operation was performed in another 
Slate, She complained of chronic constipation; 
otherwise the history was negative. 

Examination: The blood pressure was, systolic 
100, diastolic 60; pulse 80; temperature 99.6F. Uri- 
talysis was normal. Red cell count was 2,620,000; 
hemoglobin 52 per cent; white cell count 7,900. 
Pelvic examination: The cervix was soft and the 
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canal closed; fundus of uterus was anterior, soft, 
and enlarged to the size of a six weeks pregnancy. 
Admission Diagnosis: Intra-uterine pregnancy, six 
weeks; adhesion due to former abdominal operation. 

The patient continued to have colicky, cramp-like 
pains in the right lower quadrant, and on March 21 
she had severe, low abdominal pain and a small 
amount of blood-tinged fluid in the vagina. Pelvic 
examination revealed the uterus to be anterior, soft, 
and enlarged to the size of a six weeks pregnancy. 
There was an indistinct soft mass, the size of an 
orange, in the right side of the pelvis. This was 
diagnosed as an ectopic pregnancy. 

Operation revealed a ruptured ectopic pregnancy, 
located in the middle third of the right fallopian 
tube. There was a hematoma, and pelvic adhesions 
were rather dense. It was necessary to remove the 
right tube and ovary. The patient’s convalescence 
was normal and her temperature never went above 
100F. 

Two weeks later her uterus was enlarging nor- 
mally, and her convalescence had remained un- 
eventful. She was watched closely, and on October 
25, 1942, seven months after the ectopic gestation 
was removed, she was delivered by cesarean section 
of a living female child which weighed six pounds 
and nine ounces. Thirteen days after operation the 
mother and baby left the hospital in good condition. 

The treatment for ectopic gestation is immediate 
operation. If the patient has lost any appreciable 
blood 


should be started at the time of operation or as 


amount of blood, transfusion with whole 


soon thereafter as possible. If blood or plasma is 
not available, intravenous fluids should be given 
during the operation. 

Most of the patients with acutely ruptured ectopic 
pregnancies, in this report, were given transfusions 
Only 6 
patients, or 25 per cent of those with pelvic masses, 


during the operation or soon thereafter. 


needed immediate transfusion. 


SUMMARY AND CONCLUSIONS 

Sixty-two consecutive cases of ectopic pregnancy 
with no deaths have been reported. 

The importance of a careful and accurate his- 
tory has been emphasized. The frequent error of 
considering abnormal or irregular vaginal bleeding 
as a delayed menstrual period has been discussed. 

The pain in this series of cases was cramp-like 
in 46 per cent of the patients with an acute rup- 
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ture, and 68 per cent of the patients with a palpable 
pelvic mass. 

The textbook picture of ruptured ectopic preg- 
nancy, with sudden severe low abdominal pain fol- 
lowed quickly by syncope and shock, was observed 
in less than 20 per cent of the patients in this series. 

Slight elevation of temperature, rarely above 
101F., is very characteristic of ruptured ectopic ges- 
tation. 

A leucocyte count above ten thousand is rarely 
encountered after the rupture has existed long 
enough for a distinct mass to form. Leucocytosis 
is frequently seen after an acute rupture of an 
ectopic gestation. 

The importance of differentiating between par- 
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tial rupture of an ectopic pregnancy with prolonged 
symptoms and acute rupture has been discussed. 

A case of ruptured tubal pregnancy, removed a 
operation, with continuance to term of a co-existing 
intra-uterine pregnancy, has been reported. 

The treatment for ectopic gestation is immediate 
operation to control or prevent hemorrhage. Trans. 
fusions with whole blood and other supportive meas- 
ures should be carried out during the operation jf 
there is evidence of hemorrhage or shock. 
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Physician Population of the U. S. Increased 
by 2,570 Last Year. 


There were 5,952 additions to the medical pro- 
fession in 1943, according to the data presented in 
the forty-second annual compilation of medical 
licensure and allied statistics by the Council on 
Medical Education and Hospitals of the American 
Medical Association and published in The Journal 
of the Association for May 13. 


The report says that the number of physicians 
removed by death in 1943 was 3,382. “It would 
appear, therefore,” the report says, ‘‘that the phy- 
sician population in the United States last year was 
increased by 2,570. In view of the accelerated cur- 
riculum with two classes graduating from most 
schools in 1943, one might expect that additions to 
the profession should be considerably higher. This 
in reality is the case at the present time. However, 
many physicians who obtained M.D. degrees in 
December of 1943 were not able to receive licenses 
until early in the year 1944, owing to administrative 
details. . . 

“Estimated figures indicate that on February 1, 
1944 the number of physicians in continental United 
States, including those licensed in 1943, was 186,- 
496. Excluding physicians who are in military 


service, engaged in full time hospital work, retired, 
not in practice or engaged in full time teaching, 
there remain about 100,000 physicians in private 


practice, some of whom are part time teachers. . . .” 

Throughout 1943, 8,392 graduates were examined 
for licensure, of whom 7,478 passed and 914 failed. 
Of 6,427 graduates of approved medical schools in 
the United States only 1.5 per cent failed. Of 7% 
graduates of approved Canadian schools, 15.7 per 
cent failed; of 101 who graduated from approved 
schools no longer operating, 5.0 per cent failed; 
of 1,031 graduates of faculties of medicine located 
in countries other than the United States and 
Canada, 49.8 per cent failed. There were 38.4 per 
cent failures among 757 graduates of unapproved 
schools. 

Of particular interest is that portion of the report 
concerning licensure for relocated physicians. The 
report says that “Removal of physicians from 
civilian practice has resulted in a shortage . - - ™ 
critical areas, especially in some industrial and rural 
sections of the coyntry. To assist physicians + 
tempting to relocate in such areas, the licensing 
boards of fifteen states provide for the issuance . 
temporary permits or certificates to practice medi- 
cine... .” A total of 244 such temporary permits 
were granted by the fifteen states during 194. 
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DIAGNOSIS AND TREATMENT OF PRIMARY ATYPICAL PNEUMONIA* 


VERNON D. Orrutt, M.D., 
Kinston, North Carolina. 


Recently the widespread occurrence in this coun- 
try of an epidemic form of nonbacterial pneumonia, 
described variously as acute influenzal pneumonitis, 
disseminated focal pneumonia and virus pneumonia 
has renewed our interest in this respiratory disease. 

The essential clinical characteristics of primary 
atypical pneumonia have been described in a num- 
ber of publications over the past nine years. Allen, 
in 1935, analyzed and reported on 50 cases at Fort 
Sam Houston which conformed essentially to those 
seen recently, and used the term acute pneumonitis 
to designate a form of respiratory infection char- 
acterized by a benign course, few physical signs, 
and x-ray evidence of a localized inflammatory 
process in the lungs. 

In 1938, Reimann reported on eight cases occur- 
ring in Philadelphia and made studies to determine 
the etiological agent. These were all negative for 
the influenza virus A and B, as well as psittacosis 
virus which is known to produce similar pulmonary 
lesions. A filterable infectious agent was recovered 
from the nasopharynx of one and from the blood 
of another, but evidence that it was actually the 
cause of the disease was incomplete. He was, there- 
fore, led to regard it as a separate disease entity 
pending further study. According to British inves- 
tigators the probability of obtaining the virus di- 
minishes rapidly after the third day, and they also 
suggest that when the virus attacks the lungs there 
is less of it in the upper respiratory tract. 

Examinations of the sputum in our cases showed 
the usual nasopharyngeal and upper bronchial flora, 
such as streptococci viridans, staphylococci, diphthe- 
thoids, gram-negative bacilli, and occasionally pneu- 
mococci of the higher types, except in one case tuber- 
cule bacilli were found where that disease coexisted. 


CLINICAL FEATURES 
Reports of this disease indicate that there is a 
Wide variation in the intensity of the symptoms, 
and the diversity of signs in the severe cases, such as 


encephalitis to the milder respiratory cases, would 
Suggest that no single etiologic factor is in all in- 
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stances responsible for the disease. 


The essential features of our cases were as fol- 
lows: 
1. With or without upper respiratory symptoms 
and signs. 
Repeated chills and fever. 
Sweating profuse. 
Non-productive cough. 
Lack of physical signs first 3 to 5 days. 
Normal leucocyte count and differential. 
Normal sedimentation rate. 
Sputum non-specific. 
Non-responsive to sulfonamides. 
X-ray evidence. 

The discrepancy between the physical signs and 
the x-ray is marked and the latter is not always 
characteristic. Diffuse soft mottling fanning out 
from the hilum and fading into normal lung is the 
rule, not as dense as lobar pneumonia and may 
show involvement of one or all lobes simultaneously 
or successively. The lesion may advance in one por- 
tion of lung while regressing at the original site. 
Resolution as seen by x-ray generally lags consid- 


erably behind clinical improvement. 


TREATMENT 
The treatment of the disease has been entirely 
symptomatic and therefore quite unsatisfactory. Ad- 
fluid to 
cough and medicated steam inhalations appear to 
The sul- 


equate intake, codeine sufficient control 
have some effect in loosening secretions. 
fonamides, if used at all, are given in the first days 
as a diagnostic and therapeutic test, and, if there 
is no response in thirty-six to forty-eight hours and 
certainly after the diagnosis is established, the drug 
is discontinued. There is evidence that it may ac- 
tually do harm if use is continued or used at all. 
Due to this unsatisfactory state of treatment and 
because of the prolonged period of fatigue which 
disables some cases for as long as four to six weeks, 
we have endeavored to find more effective means of 
treatment. Although the results of x-ray therapy of 
lobar pneumonia are well known, there is little in- 
formation available on treatment of atypical pneu- 


monia. Oppenheimer has reported on a series of 
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56 cases, none of which had responded to medical 
treatment, and failure to respond to sulfonamide 
therapy was considered a diagnostic sign. Forty-five 
were termed cured in three to five days. The re- 
mainder were over fourteen days’ duration when 
first treated. According to inquiries made at sev- 
eral institutions, it has not been used so far in treat- 
ment of the virus pneumonias. 

Accordingly we made a point to treat all cases 
of primary atypical pneumonia with x-ray therapy 
since September and we have thus handled twelve 
cases received 100 r 
doses daily or every other day depending on severity 


to this writing. Our cases 
and response, alternating front and back or alter- 
nating sides if both lungs were involved. None 
received more than the fourth dose and the majority 
had three. The temperature began to decline after 
the first treatment, and usually after the second or 
third dose responded by rapid lysis. One case which 
was referred after ten days’ treatment for an associ- 
ated sinus infection responded equally well after the 
second treatment. 

With surprising uniformity fever and symptoms 
subsided and after one or two treatments most of 
the patients spent their first comfortable night after 
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days of harassing cough and discomfort. With but 
and dis- 


charged from the hospital in one week or less, The 


one exception all cases were fever free 


one exception was complicated by severe diabetes and 
developed a sterile effusion after treatment which 
later absorbed and made a normal recovery, No 
unfavorable reactions occurred in our cases with 
this therapy. In the presence of leukopenia no 
further decrease in WBC was observed. 

Our investigation is continuing; however, with 
the cases thus far handled it is our opinion that 
roentgen therapy is the most effective mode of treat- 
ment for control of the cough and fever, and greatly 


hastens convalescence. 
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A Medical Art Show by Minneapolis Public 

Library. 

The Minneapolis Public Library staged a unique 
art show June 21-July 22, representing the work 
of leading medical artists the country over. This is 
part of a program for extending the services of the 
Public Library to one of the foremost medical cen- 
ters in the United States, and dramatizing the re- 
sources of such departments as the Art, Technical, 
and Clipping Service. 

A display of rare medical books and prints formed 
an important part of the exhibit. From the library 
of the Surgeon-General in Washington were four 
bocks showing the earliest examples of anatomical 
drawings, the datelines varying from 1551 to 1682; 
from the library of Dr. Shirley Miller of the Uni- 
versity of Minnesota, a copy of the 1783 Vesalius, 
and photostatic copies of early anatomies. A copy 
of the edition of Vesalius, printed from the 1543 
plates by the New York Academy of Medicine, was 
loaned by Modern Medicine. 


Blood Donor Service. 

“Since its inception (Feb. 3, 1941) the American 
Red Cross Blood Donor Service has grown from a 
single center producing 200 bleedings a week to 
thirty-five centers delivering up to 120,000. In the 
same period, the nursing staff has increased from 
four to over 900,—the largest group of nurses em- 
ployed by the American Red Cross on any single 
project.” 

With this introduction, the article The Nurse and 
the Blood Donor Service in the June, 1944, Ameri- 
can Journal of Nursing discusses the objectives of 
a blood donor service and the functions of nurses in 
attaining them. 

Since January 1, 1943, no “military eligible” 
nurses have been employed by the Blood Donor 
Service. In view of the nursing shortage, attempts 
have been made to recruit nurses who were not in 
active nursing and to employ a proportion of nurses 
in the upper age brackets. 
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HEALTH AND GOVERNMENT 


FRANK L. Apperty, M.D., D.Sc., 
Medical College of Virginia, 
Richmond, Virginia. 


Of those who have written about public health 


problems and especially of their effects on the people 


as a whole, too many have concerned themselves with 
special aspects or small fragments of the problems 
involved, and too few with the fundamental or grass- 
root bases on which public health depends. The fol- 
lowing is an attempt to determine these fundamen- 
tals and to stimulate others to do likewise or to 
define them more clearly. 

One of the aims of a civilized community is the 
attainment of the maximum of freedom and comfort 
for the individual together with the minimum of 
interference with the freedom and comfort of others. 
However, many of the conditions necessary to attain 
this end cannot be provided by the individual alone, 
but only by the people acting as a whole, through 
their representatives and servants, i.e., by govern- 
ment. 

One of the greatest factors concerned in the attain- 
ment of these aims of civilization is the health of the 
people. But health is a most complex state, depending 
on many conditicns. Among these conditions are: 
A. Certain physical requirements— 

(a) Nutritional 
tional 


standards (involving na- 


and international arrangements, 
treaties, trade, etc.). 

(b) Facilities for exercise and leisure. 

(c) Physical 


shine, water supply, disposal of sewage, 


environment (housing, sun- 
etc. ). 

B. Certain psychic or “spiritual” conditions— 

(a) Social environment. 

(b) Security from fear and want. 
(c) Educational facilities. 

(d) The “will to health.” 

These conditions in turn depend ultimately on the 
people themselves, acting through government, whose 
function is to plan, regulate and coordinate the ac- 
tivities of the people so that these conditions shall 
be fulfilled. 


pre-suppose medical knowledge and an efficient med- 


Some of these conditions, of course, 


ical service, which in turn depend upon: 
(a) Medical education—undergraduate and post- 
graduate. 
(b) Available medical and scientific knowledge 
(e.g. libraries). 


(c) Medical research. 
(d) Absence of economic barriers to the utiliza- 
tion and growth of the above. 
All of these again depend upon government, public 
and private endowment. 

From this it would seem that the conditions gov- 
erning the health of the people depend ultimately 
upon government, whether Federal, State, or local, 
since only these agencies can coordinate, and to some 
extent create, the various conditions enumerated. 

When, 


impaired, it would seem that in such a personal mat- 


however, the health of the individual is 


ter he should be free to consult whomsoever he 


wishes. Even here he is again regulated (and prop- 
erly) government which provides: 

(a) That if his disease is such as to endanger his 
neighbors, he is a public health problem. 

(b) That his consultant is one who has had the 
requisite training, experience and the right to 
practice his profession. 

(c) The personnel and equipment when the sick 
person is a member of the armed or essential 
services, or for reasons of poverty cannot ob- 
tain or afford medical attention and is there- 
fore liable to become a danger or a burden 
to the people. The matter is then one of the 
general concern. For this reason it is a func- 
tion of government to see that medical serv- 
ices are available to all, regardless of eco- 
nomic status. 

Only when these conditions are fulfilled is a man’s 
illness no longer a public affair, but his own private 
business. He should therefore be free to consult an 
expert of his own choice, in exactly the same way as 
he is free to choose his own lawyer, engineer, or 
architect, his choice being limited only by distance 
and by his purse. This is properly the field of 
private practice. 

In conclusion, this brief outline is put forward 
in an attempt to define clearly the basis or founda- 
tion on which plans involving government and medi- 
cine must be built. If this basis is accepted, it be- 
comes our duty to educate ourselves, the public and 
government concerning those matters which pertain 
to government and those which are properly private 
and therefore free from governmental interference. 
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CASE REPORT OF MATERNAL DEATH 


MATERNAL HEALTH COMMITTEE, 
MEDICAL SOCIETY OF VIRGINIA 


A 36 year old multipara (Para VII) consulted 
her physician several times during her pregnancy 
and her pregnancy was relatively normal. The doc- 
tor had delivered some of her previous children, and 
all the labors had been normal. The patient started 
in labor at 6 P. M. on March 10. 
her soon thereafter and gave her 1 cc. of thy-tuitary. 


The doctor saw 


He left after examining her and returned at 10 
P. M. At this time the membranes were ruptured 
artificially and 1 cc. of pituitrin was given. The 
pituitrin (1 cc.) was repeated in one hour. The 
patient had not made much progress by midnight 
so she was allowed to rest until the following morn- 
ing. She was seen again at 6 A. M., March 11. 
There had been a few pains during the night but 
the patient had made little progress. The cervix was 
two or three inches dilated at this time. Forceps 
were applied under light chloroform anesthesia and 
an unsuccessful attempt was made to bring down 
the head. About 10 A. M. a consultant was called 
and the consultant advised giving the patient more 
time. Nevertheless, an attempt at forceps delivery 
was made this time under ether anesthesia. At noon 
the forceps were again applied, this time without an 
anesthetic, and again the forceps slipped off. Dur- 
ing the day she received 6 grains of sodium amytal 
and four doses of 8 or 10 minims of pituitrin. At 
6 P. M., twenty-four hours after the onset of labor, 
she was again seen by the consultant. Her labor 
pains had been irregular and of poor quality. The 
patient was exhausted and did not look so good. It 


was therefore decided to send her to the hospital. 


She arrived at the hospital at 2 A. M. on March 
12, moribund, in shock, pulseless, and cold, tem- 
perature 101, pulse 130, respirations 50. There was 
a pregnancy near term. The vulva was badly trau- 
matized. Her condition was too bad to attempt de- 
livery. The patient was put to bed and external 


heat applied. In addition 10 per cent glucose in 


normal saline was given by venoclysis and cardio- 


respiratory stimulants were administered. The pa- 
tient died undelivered about 7 hours after admis- 
sion to the hospital. 

It was the opinion of the Committee that this 
patient had a ruptured uterus, although there was 
no autopsy to confirm this. Whether the rupture 
was caused by the oxytocics used or by the attempts 
Either could 
have caused it, and both were reprehensible. In 


at forceps delivery, one cannot say. 


the history of the case there appears no indication 
for doing anything to this patient while she was in 
her home. Whether she could have been saved after 
she entered the hospital by a blood transfusion and 
a laparotomy is a question. 

The lessons to be learned from this case are two: 
First, pituitrin is a dangerous therapeutic agent that 
should rarely be used before the delivery of the baby. 
If it is used in antepartum, the dose should be ex- 
tremely small and the patient should be watched for 
a tetanic contraction. Should this occur, an anes- 
thetic should be administered at once; Second, the 
use of forceps is contraindicated before the cervix is 
fully dilated. 


Make your reservations for the Medical Society of Virginia Meeting 
in Richmond, October 23-25. 





















I. C. Rice 


The report of the Bureau of Communicable Dis- 
eases of the State Department of Health for June, 
1944, as compared with the same month in 1943, 
and for the period of January through June, 1944, 
compared with the same period in 1943, follows: 


JAN.- JAN.- 

JUNE JUNE JUNE JUNE 

1944 1943 1944 1943 

Typhoid and Paratyphoid Fever 11 19 55 70 


Diarrhea and Dysentery 640 326 1537 928 
Measles 949 1016 16658 8868 
Scarlet Fever 103 64 1851 1033 
Diphtheria 13 11 116 163 
Poliomyelitis 8 3 14 15 
Meningitis 24 50 =6395)—_ 640 
Undulant Fever 8 + 25 14 
Rocky Mountain Spotted Fever. 14 8 21 9 
Tularemia : 7 5 27 29 


MortaLiry AMONG SCHOOL CHILDREN 
The mortality rate for children of school age (5 
to 14 years) is lower than for any other age-group. 
The low and steadily declining rate, however, may 
me a misleading health index, as the disabling and 
crippling diseases which attack children show their 
effects in the mortality rates of young adults. 
Despite the declining rate, deaths of children 5 to 
14 years of age in the State last year totaled 510, 
with a rate of 0.9 per 1,000 population. Twenty 
years ago, the rate was 1.9, with 1,084 deaths— 
more than twice the number occurring in the past 
year, 


As a result of the success in the control of com- 
municable and other childhood diseases, the most 
mportant cause of death numerically, at the present 
time, among school children is accidents of all types. 
There were 99 deaths due to accidents in Virginia 
in 1943, including falls, burns, drowning, injury by 
agricultural machinery, and other types. Motor ve- 
hicles took an additional death toll of sixty-one 
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children. Although increasing motor-vehicle traffic 
during the past two decades has been a great menace 
to the safety of school children, educational safety 
programs are proving effective in significantly re- 
ducing the death rate for accidents of this type. 

Pneumonia and influenza, twenty years ago the 
leading cause of death among children 5 to 14 years 
of age had dropped, by 1943, to second place, with 
52 deaths. In recent years, the result of advances 
in pneumonia therapy is seen in the greatly acceler- 
ated rate of decline in mortality from this cause. 

Although the tuberculosis death rate has decreased 
so significantly in the past two decades, this disease 
ranked third among the leading causes of death 
among school children in the State in 1943. There 
were 39 deaths attributed to this cause within this 
age-group. 

The fourth important cause of death among chil- 
dren 5 to 14 years was heart disease, with 32 deaths. 
Of this number 25, or 78 per cent were specified as 
rheumatic. Mortality from rheumatic fever, how- 
ever, does not begin to indicate the prevalence of this 
disease among school children because of low fa- 
tality rates for the first attack. Due to the high 
incidence and serious after-effects in later years, 
this cause of illness and death becomes one of the 
major health problems of the present day. 

Nephritis, as a cause of death among school chil- 
dren, came fifth in rank last year, causing 17 deaths. 

In spite of the fact that appendicitis held the 
same position (sixth) among the leading causes of 
death in 1943 as it did in 1923 for the 5 to 14 age- 
group, there was a 68 per cent reduction in mor- 
tality during the period. Fourteen deaths resulted 
last year from this cause in comparison with 44 
deaths twenty years ago. 

Death rates for boys of school age were consist- 
ently higher than those for girls. The ratio of the 


male rate to the female in the State in 1943 was 1.33. 
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WOMAN’S AUXILIARY 
to the 
MEDICAL SOCIETY OF VIRGINIA 


President—Mrs. W. CLype West, Alexandria. 

President-Elect—Mnrs. Paut C. PEARSON, Turpin. 

Recording Secretary—Mks. C. C. SmitH, Norfolk. 

Corresponding Secretary—Mnrs. N. G. SCHUMAN, Alexan- 
dria. 

Treasurer—Mrs. REUBEN F. Simms, Richmond. 


Chairman, Press and Publicity—Mnrs. E. LATANE FLANA- 
GAN, Richmond. 


To the Wives of the Young Doctors. 

Many of the founders of the Woman’s Auxiliary 
Those 
of us who joined the family of doctors’ wives a lit- 
tle later than the founders are fast approaching the 
age of incapacity and the future of the Auxiliary 
lies in the hands of the wives of the young doctors. 

You may not be especially interested; perhaps 


have already gone on to the great beyond. 


you have not given it much thought. I’m sure many 
of you have said that the projects of the Auxiliary 
are also projects of your other clubs—Parent-Teacher 
Associations, Woman’s Clubs, etc., and you feel 
that duplication of effort is unnecessary and a loss 
of time. This is true in part, but would you like to 
turn over to these organizations the entertainments 
of the medical societies, the aiding of doctors’ fami- 
lies in distress and the requests of your local medi- 
cal society for services pertaining to their specific 
needs ? 

There is something clannish about the Auxiliary. 
No wives of other professions belong, as in other 
clubs, and we all have the same interests at heart— 
the success of our particular doctor, the dignity of 
the profession, the rights of the individual physi- 
cian against the inroads of State Medicine and many 
other common interests. With such singleness of 
purpose should we not band together and strengthen 
our purpose by unity? 

Most of you have been or will be asked to serve 
the Auxiliary, local or state, in some capacity. Per- 
haps you have neither the time nor the inclination 
and it takes both. Even if you accept you will prob- 
ably ask yourself why you did it and wish you 
hadn’t. But be patient and put your best into your 
office or chairmanship, whichever it may be, for the 
term will not be long and when it is over you will 
be glad that you met this responsibility. And your 
husband, even though he may be one of those who 
is not yet enthusiastic about the Auxiliary, will feel 


a secret satisfaction and pride that his wife had a 
part in carrying on the work. 
RUTH PENDLETON HARRISON WILSON, 
(Mrs. FRANKLIN D.) 


Past President, 1937-38. 


Leigh-Hodges-Wright Memorial Bed Fund, 
In 1936 a resolution was adopted by the Woman’s 
Auxiliary to the Medical Society of Virginia to as- 
sume the expense of supporting an “Auxiliary Bed”, 
in one of our state tuberculosis sanatoria, to be used 
by a physician or some member of a doctor’s family. 
The members of the Advisory Council were much 
interested in this project and the matter was taken 
up with those in charge of the sanatoria at Blue 
Ridge and Catawba, who thought a 
could be rendered by such a plan. 


real service 

During the first months after the adoption of 
this plan, the fund was used to assist the daughter 
of a retired physician, who was then a patient at 
Blue Ridge. After she had been discharged, we were 
asked by Dr. Brown to consider a young man who 
had to enter the sanatorium just one month before 


getting his degree in medicine at the University of 


Virginia. The Auxiliary found much real satisfac- 
tion and pleasure in being able to render assistance 
to this young man for a number of years. 

In 1938, it was voted to adopt the name, “Leigh- 
Hodges-Wright Memorial Bed’, in honor of the 
memory of these three physicians who had all been 
members of the State Advisory Committee. 

At the present time, the fund is not being used, 
though it is available at any time there should be 
a call for it. Last year it was decided that an effort 
be made to build this fund up to a worth-while 
amount with the hope that it may some day become 
an endowment. 

It is a known fact that war always increases the 
spread of tuberculosis, and it is the hope of the 
committee that we will be prepared to meet an 
emergency at any time, should such occur. 

ANNE SEAY WRIGHT, 
(Mrs. FLETCHER J. WRIGHT) 
Chairman, Leigh-Hodges-Wright Memorial 
Bed Fund, and Past President of the 
Woman's Auxiliary to the Medical Soci- 
ety of Virginia. 
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The Treatment of Eclampsia 


CLAMPSIA can be prevented easily by ordinary prenatal care. Nothing in medi- 


cine yields such large dividends in health and happiness as the medical super- 





vision of a patient during pregnancy. On the other hand, when this supervision is 
omitted, a considerable number of women will develop toxemia of pregnancy. This is 
as certain as taxes and death. In the South where prenatal care is greatly neglected, 
toxemia of pregnancy is the most frequent cause of maternal death. The treatment of 
eclampsia which is the terrible climax of untreated toxemia is the most neglected field 
in medicine. 


There are several causes for this neglect. In the first place, the disease is so easily 
prevented that one has the feeling, subconscious in most instances, that the patient does 
not deserve the painstaking and troublesome treatment that these patients must have for 
the best results. In the second place, the disease has become so rare in the teaching 
centers that the medical students are not taught how to treat it. In fact, the professors 
of obstetrics themselves seem not to know the best treatment. This was brought out at 
the recent meeting of the American Gynecological Society. There were two papers on 
this subject on the program. The first was entitled “The Failure of the Conservative 
Treatment of Eclampsia”, and the second, “Management of Eclampsia; Conclusions 
Based on 142 Consecutive Cases in a Five-Year Period without Maternal Death”. 
These two papers covered a five-year period, one beginning January 1, 1938, and the 
other January 1, 1939. This was the only thing that the papers had in common except 
the continuous administration of oxygen through a nasal tube. The first paper dealt 
with 51 eclamptics, 37 of which were admitted as emergencies, not having been seen 
previously by any member of the hospital staff. There were 12 maternal deaths and 
18 infant deaths, 23.5 per cent and 35 per cent, respectively. In the 14 patients who 
received prenatal care in the clinic, there was one fetal death and one maternal death. 
The latter was treated by cesarean section after she had had one convulsion. She died 
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8 hours after the operation without showing any signs of responding to the treatment 
Thirteen of the remaining 37 cases were classified as severe by Dieckman’s criteri 

Eleven of these 13 mothers died as did 9 of the 18 infants. The general plan of therapy 
was “one of conservative medical management in an attempt to control the convulsions 
and establish an increasing urinary output”. For this purpose the author used sodium 
amytal, supplemented by the administration of 100 cc. of a 25 per cent solution of 
magnesium sulphate intramuscularly. ‘Twenty per cent glucose solution was given 
intravenously in amounts of 1,000 to 1,500 cc., two or three times each 24 hours. Con- 
tinuous oxygen by nasal catheter was given to most patients. The results in the treat- 
ment of the severe eclamptics were so poor that this author concludes that it would be 
better to treat this group by early cesarean section, although apparently he has had no 
experience to support this claim. He says that the result so far as the mother is con 
cerned could be no worse, and that more babies would be saved. In contrast to this, 
the second author reported 142 consecutive cases, 36.6 per cent of which were severe 
by Dieckman’s classification, without a maternal death. There was a gross fetal mor- 
tality of 24.2 per cent. The conservative treatment that produced such remarkable 
results consisted of constant and continuous supervision of the patient not only whil 
she was having convulsions but also until she was out of danger. The patient was put 
to bed in a quiet, darkened room and false teeth, rings, and bracelets were removed. 
Side boards were used to protect the patient against falls and oxygen was given con- 
tinuously by nasal tube. Medical and obstetric examinations were deferred until seda- 
tion had become effective. Morphine sulphate, gr. 4% and sodium phenobarbital grs. 5 
were given hypodermically at once. Fifteen minutes later, if convulsions were still 
present or if hyperirritability were extreme, 20 cc. of a 10 per cent solution of mag- 


nesium sulphate were given intravenously. Sodium amytal was given intravenously 


in doses of 3 to 6 grains or the morphine was repeated, but the magnesium sulphate 
was not repeated unless convulsions recurred. The sedatives were used in the smallest 
possible doses to control the hyperirritability. Five hundred cc. of a 20 per cent dex- 
trose solution were given by intravenous infusion over a period of about fifty minutes. 
If there were evidence of cardiac failure or pulmonary edema, only 50 to 150 cc. of a 
50 per cent solution were given. On the other hand, if there were evidence of dehy- 
dration, the patient was given 1,000 cc. of a 5 or 10 per cent solution. The intravenous 
administration of glucose was discontinued as soon as the patient was able to take 
sufficient fluids by mouth. Persistent oliguria or anuria associated with such condi- 
tions as anemia, hypoproteinemia or hypotension demanded special additional meas- 
ures, (blood transfusions, plasma transfusions, or diathermy over the kidney region). 
Twelve patients with marked cerebral irritation were treated by spinal drainage. Vene- 
section was not used. ‘‘Although in the presence of acute cardiac failure, drugs of the 
digitalis group are theoretically of at least temporary value, we have found them of 
no particular benefit in the few cases in which we have used them.”’ The vasodilator 
drugs such as veratrum viride, the nitrites, and nitroglycerine were not used. 

The second author stressed the importance of continuing the constant treatment 
during the postconvulsive stage. The continuous oxygen is kept up, and the air-pas- 
sages are kept free from mucous and other material. The head of the bed is still further 
elevated and the height is changed at frequent intervals. Blood pressure and urinary 
output are determined at hourly intervals at first and at four hour intervals later. An 
obstetrical examination is now made and a large dose of magnesium sulphate is given 
by mouth. Sedation is used in quantities just sufficient to control the cerebral irrita- 
tion. The patient is encouraged to drink fluids, (sweetened fruit juices, water, coca- 
cola, milk, coffee, tea or beer). A period of watchful expectancy follows, during which 
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time the patient is fed a high protein, low salt diet. If the improvement of the patient 
continues, pregnancy is not interrupted until she has become normal. Medical induc- 
tion is then started. It may have to be repeated several times. He reserves amniotomy 
for those cases that do not respond to medical induction. In one instance a cesarean 
section was done. Operative delivery was held to a minimum. Cesarean section was 
performed only nine times in the entire series. Local analgesia was used for all varie- 


ties of operative work. Nevertheless, in the 104 cases of antepartum and intrapartum 


eclampsia, there were 3 instances of peripheral vascular collapse, 4 instances of post- 


partum hemorrhage, 4 instances of persistent anuria, and 4 instances of profound 
coma. He recommends that 500 cc. of a 20 per cent glucose solution be started as 
soon as the patient is prepared for delivery, and that it be given very slowly. This 
measure aids in preventing shock, and obviates the difficulty of entrance into veins if 
vascular collapse should occur. Morphine is administered as soon as delivery is 
completed. 

Privately, the professors expressed a doubt that 142 consecutive cases of eclampsia 
could be treated without a maternal death. Our own experience in the past 19 years 
would indicate that such a result is not impossible. If we eliminate epilepsy, as did 
the second author, we have a series of 147 consecutive cases of bona-fide eclampsia 
with 6 maternal deaths. In the treatment of these patients our guiding principles have 
been: (1) Stopping the convulsions with intravenous magnesium sulphate solution, 
sodium amytal or veratrum viride, (2) Good nursing care with emphasis on rest, 
(3) Digitalization of the patient early as a prophylaxis of pulmonary edema, and 
(4) Fluids by way of the gastro-intestinal tract. Intravenous fluids were given only 
when oliguria was developing. Purgatives, enematas and lavages were omitted so that 
the patient could have much needed rest. Between May, 1929, and June, 1943, we 
had no maternal deaths. Our streak of good luck was broken by our being called in 
consultation to see a patient in another city, arriving just before the patient died. This 
patient had received good prenatal care and had showed no signs of toxemia. She 
developed fulminating eclampsia four and three-quarter hours after a breech delivery 
under chloroform anesthesia. Her‘ treatment was interesting but hardly conformed to 
the objectives outlined above. She was treated with epsom salts, calomel, jalap, croton 
oil, and colonic irrigations. When she had a vascular collapse with pulmonary edema, 
she was put in an oxygen tent and given digifolin. She did not regain consciousness. 
Bryant and Fleming who rely upon veratrum viride, intramuscular injections of mag- 
nesium sulphate, and 500 cc. of a 20 per cent solution of glucose, and no sedatives to 
control convulsions, had a series of 140 consecutive cases with 2 maternal deaths, and 
these were due to infection which followed the induction of labor with bags. Arnell, 
the second author, emphasizes personal care of the patient so that she gets just the 
amount of treatment that her case demands and no more, and that seems to be the crux 
of the situation. 


Words We Never Knew Till Now 
j Aron a year’s lapse the American Medical Association resumed its annual in- 


tensive post-graduate course with an attendance of something over 7,000. The 
sections had capacity audiences. In some there was standing room only. The exhibits 
also were well attended. They covered the widest range of subjects from how to do a 
venipuncture to mosquito control in the tropics. The exhibitors talked to constantly 
assembling groups of avid listeners. 
Your editor was impressed among other things with the number of new terms, and 
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old ones with new uses with which he met. As was to be expected, the nervous and 
mental group headed the list. He stopped in at their meeting for a moment and was 
greeted with “indigestible toxic substances of the mind’. Just what this is he has yet 
to learn. The bacteriologists have a way of renaming their pets just as the ordinary 
practitioner gets used to the old names. Food poisoning is no longer caused by the 
paratyphoid group of organisms but by the Salmonella B., paratyphoid 4. or a kindred 
organism. Of course, that is not really new for they have been talking of the Sal- 
monella for several years, but it is hard for an old mind to get used to the new terms 
Now they talk of the Shigella and the person affected does not have dysentery, but 
Shigelosis. Muma is the name that is suggested for the acute form of filariasis, and 
when the patient has the larvae in the blood stream, he has filaremia. This brings to 
mind that live trichina larvae can be demonstrated on the screen by a microvivarium. 
We heard for the first time of penicillin-fast bacteria and we hope sincerély that this 
proves to be a figment of the imagination. 

The renewed interest in vascular disease has developed a crop of new terms, such 
as arterial confusion, local shock, and Homas’s sign. We had heard of the latter before 
we went to Chicago, but the other two are brand new to us. Then we have a note on 
Zudock’s syndrome, but for the life of us we do not know now what it is. We heard 
again about the female prostate that gives such baffling and elusive symptoms in elderly 
ladies. We learned also that normally a woman towards the end of pregnancy develops 


a number of microkaryocytes in her bone marrow. 


One who has passed the American Board of This or That is now spoken of as a 


Certificatee. No doubt we missed a lot of new words although we worked pretty hard 
from morning to night. The convention was so big that it was hopeless for one to try 
to cover it adequately. There was one extra-mural word that we learned from thi 
Chicago papers that was quite disturbing. There was an editorial comment on the 
wording of the Supreme Court’s decision that it is unconstitutional to deprive a voter 
of the privilege of voting for his rulers. We were brought up on the doctrine of the sov 
ereignty of the people, and that those we elected to high offices were the servants of the 
people. At least that is what they used to tell us. This change in mental attitude in 
Washington is alarming. But in this changing world we must be surprised at nothing. 





Floral Eponym (18) 
BIGELOVIA 


Jacob Bigelow, 1787-1879 


IGELOVIA comprises more than thirty species of western American herbs or low 

shrubs. The one originally described closely resembles a goldenrod to which 
Bigelovia is very closely related. Dr. Jacob Bigelow, the first of the celebrated Bos- 
tonian medical family, was born in Watertown, Massachusetts, the son of a clergyman. 
He graduated at Harvard, and then went to the University of Pennsylvania where he 
received his medical degree in 1810. Returning to Boston, he became the partner of 
Dr. James Jackson. In middle life he was visiting physician to the Massachusetts 
General Hospital and Professor of Materia Medica at Harvard. He was one of the 
first to insist on the self-limited character of disease and worked for a reform of medi- 
cal education. Music, modelling, and botany were his refreshment. He wrote Florula 
Bostoniensis, and Medical Botany of the United States. The latter is a three volume 
work, beautifully illustrated, which is now quite rare. 


Re-a 

Go 
ment 
sione! 
effect 
this | 
to su 
lO ser 


havin 


Supe 

Dr 
tende 
G. B. 
eral 1 
to M; 
receiy 
Colle 
physi 


New 
On 
lectur 
sociat 
cent 
Meni 


Dr 





VIRGINIA MEDICAL MONTHLY 


Societies 


Northampton County Medical Society. 

This Society, at a recent meeting, elected dele- 
sate and alternate to the State meeting to be held in 
Richmond in the Fall, and voted to discontinue 
participation in the medical insurance scheme for 
borrowers from the Farm Security Administration. 

Dr. J. M. Lynch of Cape Charles and Dr. W. C. 
Flenderson of Nassawadox are president and secre- 
tary, respectively, of this Society. 


The Patrick-Henry Medical Society 

Held its regular quarterly dinner meeting in Mar- 
tinsville on July 7. After a short business meeting a 
very interesting talk followed by discussion was 


given and led by Dr. Roger H. DuBose of Roanoke. 
His subject was “Fluids in Children”. 

Dr. R. H. Walker is president of this Society and 
be FF. Both are of Mar- 
tinsville. 


H. Dickerson, secretary. 


Fauquier County Medical Society. 

At a meeting of this Society on July 13, the fol- 
lowing officers were all re-elected for the coming 
year: President, Dr. Stewart McBryde, Manassas; 
vice-presidents, Drs. George H. Davis, Warrenton, 
Wade C. Payne, Haymarket; and _ secretary- 
treasurer, Dr. J. Frank Folk, Warrenton. Delegate 
and alternate to the State Society meeting were also 


and 


named. 


News 


Re-appointed State Health Commissioner. 
Governor Darden has announced the re-appoint- 
ment of Dr. I. C. Riggin as State Health Commis- 
sioner of Virginia for another term of four years, 
effective July 1. Dr. Riggin has been serving in 
this position since July, 1937, when he was named 
to succeed Dr. Warren F. Draper who was recalled 
to service with the U. S. Public Health Service after 
having been loaned to this State. 


Superintendent at State Colony. 

Dr. Carl W. White has been appointed superin- 
tendent of Lynchburg State Colony, succeeding Dr. 
G.B. Arnold. Dr. A. D. Hutton, who has for sev- 
tral months been acting superintendent, has returned 
to Marion. Dr. White is a native of Danville and 
received his medical education at Jefferson Medical 
College, Philadelphia, and was recently an assistant 
physician at Rochester State Hospital, in Minnesota. 


News from the University of Virginia. 

On Tuesday, May 16, Dr. W. W. Waddell gave a 
lecture before the West Virginia State Medical As- 
sociation, meeting in Wheeling, on the subject, “Re- 
tent Improvements in the Treatment of Purulent 
Meningitis”. 


Dr. Dudley C. 


Smith attended meetings of the 


American 
Medi- 


7? 


Society for Investigative Dermatology, 


Dermatological Association, and American 
cal Association in Chicago, June 12 to June 
the 


He was elected Vice-Chairman of Section on 


Dermatology and Syphilology. 

Dr. Samuel A. Vest presented a 
Medical 
Chicago in June on “An Inspection Lens-Sheath as 
an Aid to Transurethal Resection”. 


paper at the 


meeting of the American Association in 


At the meeting of the American Urological Asso- 
ciation in St. Louis in June, Dr. Vest spoke on the 
the Rou- 
and con- 


subject “Should Nephroureterectomy Be 
tine Procedure in Tumors of the Ureter?”’ 
ducted an exhibit on conservative surgery of the 
ureter. 


Dr. Vincent W. Archer, Professor of Roentgenol- 
ogy, served as chairman of the Committee on Awards, 
Scientific Exhibits, during the meeting of the Amer- 


ican Medical Association in Chicago, June 13 to 16. 


American Medical Association. 

Dr. Herman L. Kretschmer, Chicago, succeeded 
Dr. James E. Paullin, Atlanta, Ga., to the presi- 
dency at the annual meeting of the Association held 
in Chicago, June 13-16. Dr. Roger Irving Lee, 
Boston, was named president-elect. 
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There was a registered attendance of 7,284. The 
following attended from Virginia: 
Dr. Mallory S. Andrews, Norfolk. 
Dr. Vincent W. Archer, University. 
Dr. W. A. Barker, Roanoke. 

Dr. Arthur S. Brinkley, Richmond. 
Dr. W. E. Butler, Norfolk. 

Dr. W. H. Copley, Richmond. 

Dr. W. Gayle Crutchfield, University. 
Dr. Donald S. Daniel, Richmond. 
Dr. J. Wyatt Davis, Jr., Lynchburg. 
Dr. J. H. Deyerle, Harrisonburg. 

Dr. W. K. Dix, Richmond. 

Col. M. F. DuFrenne, Ft. Myer. 

Dr. W. C. Elliott, Lebanon. 

Dr. Joseph E. Feingold, Roanoke. 
Major Gregory G. Floridis, Camp Pickett. 
Dr. R. W. Fowlkes, Richmond. 

Dr. Emily Gardner, Richmond. 

Dr. John J. Giesen, Radford. 

Dr. Hugh Griffin, Clinchco. 

Dr. R. Bryan Grinnan, Norfolk. 

Dr. Harvey B. Haag, Richmond. 

Dr. Edwin A. Harper, Lynchburg. 
Dr. E. C. Harper, Richmond. 

Dr. C. C. Hatfield, North Holston. 
Lt. Col. Edmund Horgan, Delaplane. 
Dr. J. Shelton Horsley, Richmond. 
Dr. William S. Hotchkiss, Norfolk. 
Dr. K. W. Howard, Portsmouth. 

Dr. J. Morrison Hutcheson, Richmond. 
Dr. Jeannette M. Jarman, Hot Springs. 
Dr. M. B. Jarman, Hot Springs. 

Dr. E. S. Jones, Hampton. 

Dr. Frank A. Kearney, Hampton. 
Dr. Linwood D. Keyser, Roanoke. 
Dr. Edward W. Kunckel, Richmond. 
Dr. J. W. Love, Alexandria. 

Dr. Eugene L. Lowenberg, Norfolk. 
Dr. Walter B. Martin, Norfolk. 

Dr. W. Ambrose McGee, Richmond. 
Dr. Carl W. Meador, Richmond. 

Dr. E. B. Mewborne, Newport News. 
Dr. H. B. Mulholland, University. 
Dr. Thos. W. Murrell, Richmond. 
Dr. B. W. Nash, Timberville. 

Dr. R. B. Newman, Newport News. 
Dr. B. L. Parrish, Norfolk. 

Major E. A. Pushkin, Camp Pickett. 
Dr. Samuel B. Pope, Norfolk. 

Dr. Wm. R. Pretlow, Warrenton. 
Dr. I. C. Riggin, Richmond. 

Dr. H. L. Riley, Jr., Lynchburg. 

Dr. M. P. Rucker, Richmond. 

Dr. J. W. Sayre, Newport News. 

Dr. D. C. Smith, University. 

Dr. H. C. Spalding, Richmond. 


Dr. James B. Stone, Richmond. 
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Dr. E. L. Stubbs, Newport News. 

Dr. E. H. Terrell, Richmond. 

Dr. A. E. Tureman, Richmond. 

Dr. A. W. VanLandingham, Langley Field. 
Dr. Samuel A. Vest, University. 

Dr. Thos. M. Vorbrinck, Norfolk 

Dr. W. W. Waddell, Jr., University 

Dr. R. H. Walker, Martinsville. 

Dr. K. K. Wallace, Norfolk. 

Dr. T. J. Williams, University. 


Married. 


Dr. George Hatcher Snead, Richmond, and Miss 


Anne Hurtt Ross, Onley, June 28th 
an alumnus of the Medical College of Virginia. 


Major John Tabb Walke, MC., U.S.A., and Miss 
Evelyn Chamblin Murrell, both of Richmond, July 


6. Major Walke is a graduate of the Medical Col- 
lege of Virginia, class of 1940. He has recently 
returned from overseas duty in the Indo-china area 

Dr. Ashby Turner Richards, Harrisonburg, and 
Miss Evelyn Rosaline Suter, Staunton, June 14 
Dr. Richards is a graduate of the Medicai College 
of Virginia, class of December, 1943, and is now 
serving his internship at the U. S. Marine Hospital 
in New Orleans. 

Lt. Joe Lee Frank, Jr., MC., AUS., Richmond, 
and Miss Barbara Olive Bloxam, Roxboro, N. C 
July 14th. Lt. Frank is a graduate of the College 
of Physicians and Surgeons of Columbia Univer- 
sity, New York. 


McGuire Hospital to Be First Stop Casualty 

Base. 

The new 1800-bed McGuire Hospital in Rich- 
mond will act as a receiving hospital for casualties 
from the European and Mediterranean war thea- 
tres. Urgent medical attention will be given and, 
after a short stay, evacuees will be reassigned t0 
hospitals nearer their homes. Woodrow Wilson 
Hospital in Staunton will handle neuropsychiatric 
cases “if it specializes in anything”. To make room 
in the general hospitals, army station hospitals at 
Ft. George G. Meade, Md., and Camp Lee, Ya, 
have been designated regional hospitals for the ASF. 
They will perform the same service as general hos 
pitals but for men assigned to the zone of the in- 


terior, i.e., posts in this country. The Lee Hospital 


may also receive any overflow from McGuire. 


Dr. Nelson Mercer, 
Blacksburg, has been named chief medical officer 
in the tuberculosis division of the Gallinget Mu- 
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nicipal Hospital in Washington. He succeeds Dr. 
Charles P. 


Mercer is a native of Richmond where he practiced 


Cake who resigned early this year. Dr. 


for sometime before going to Chestnut Hill, Pa., 
where he was resident physician at the Home for 
Consumptives. For the past year he has been medi- 
cal officer at Virginia Polytechnic Institute. 


Physician-Artists’ Prize Contest. 

The American Physicians Art Association, with 
the cooperation of Mead Johnson & Company, is 
offering an important series of War Bonds as prizes 
to physicians in the armed services and also phy- 
sicians in civilian practice for their best artistic 
works depicting the medical profession’s ‘‘skill and 
courage and devotion beyond the call of duty”. 

Announcement of further details will be made 
soon by the Association’s Secretary, Dr. F. H. Rede- 


will, Flood Building, San Francisco, Cal. 


Dr. Huston St. Clair, 

Tazewell, has been named chairman of the voca- 
tional education study committee of the State School 
Study Commission. He has also accepted the State 
chairmanship of the Committee for Economic De- 


velopment of the CED. 
Dr. C. L. Riley, 


Winchester, having recently successfully passed 
the examinations given by the American Board of 
Obstetrics and Gynecology, has received notice of 
certification by the Board. 

Dr. Riley is now a Lieutenant in the Medical 
Corps, USNR, and is stationed in Richmond 


Second Annual Summer Clinic. 

The Fourth District Medical Association and the 
Suithampton County Medical Society were sponsors 
of the second annual summer clinic held at the 
Raiford Hospital, Franklin, on July 26. The pro- 
gram was as follows: The Use of the Different In- 
sulins in Diabetes by Dr. William R. Jordan; Ad- 
vaneements in Pharmacology—Penicillin and New 
Sulfonamides by Dr. Harvey Haag; and Tropical 
Diseases: Our New Responsibilities by Dr. Harry 
H. Henderson. All speakers are of Richmond. 

At the Clinic to be held on August 30, there will 
be a symposium on Pediatrics, and on September 
29, the discussion will be on Endocrine Problems. 


The American Gynecological Society 
Held its annual meeting at Hotel Hershey, Her- 
shey, Pa., the latter part of June, a very interesting 
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program being presented. The presidential address 
by Dr. George W. Kosmak of New York City was 
entitled “The Place of Woman in the Changing 
World”. In the business session, Dr. Edward A. 
Schumann of Philadelphia was elected president; 
Drs. Norris W. Vaux of Philadelphia and James C. 
Masson of Rochester, Minn., vice-presidents; and 
Dr. Howard C. Taylor, Jr., of New York and Dr. 
Philip F. Williams of Philadelphia, secretary and 
treasurer, respectively. Time and place of the next 


meeting to be announced later 


International College of Surgeons. 

The program of the Ninth Annual Assembly of the 
United States Chapter of the College will be devoted 
The 
Franklin 


The conven- 


to War, Rehabilitation and Civilian Surgery. 
will be held at the Benjamin 
Hotel in Philadelphia, October 3-5. 


tion opens on the morning of the 3rd and in the 


sessions 


evening “Service Night” will be held at which time 
the guest speakers will be prominent members of the 
More 
than fifty prominent surgeons and others engaged in 


Army, Navy and Veterans Administration. 


the work of rehabilitation and occupational therapy 
will present twenty-minute papers during the morn- 
also be a 
Out- 


standing scientific exhibits are planned and more 


ing and afternoon sessions. There will 


tour of hospitals and attendance at clinics. 


than 250 feet of panel space has been set aside for 
them. 

The medical profession is invited to attend the 
Assembly and its sessions. Information with regard 
to hotels, etc., may be obtained from Dr. Benjamin 
Shuster, Philadelphia. 


Dr. R. Finley Gayle, 

Richmond, was elected to membership on the Na- 
tional Committee for Mental Hygiene at the meeting 
of the Board of this organization in New York City, 
early in June. 

American College of Chest Physicians. 
At the annual meeting held in Chicago, June 


10-12, Dr. Dean B. Cole, Richmond, 


as a Governor of the College for a term of three 


was re-elected 
years. Others who attended from Virginia were: 
Drs. R. H. Walker, Martinsville; R. B. Grinnan, 
Jr., Norfolk; and E. C. Harper, Richmond. 


Promotions in the Service. 
The following promotions for our members in the 


Service have recently been noted: 
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Dr. Harry J. Warthen, Jr., Richmond, to Lieu- 
tenant Colonel, U. S. Army. 

Dr. H. B. Yeatts, Danville, to Lieutenant Com- 
mander, U. S. Naval Reserve. 

Dr. D. Coleman Booker, Richmond, to Captain, 
U. S. Army. 


Dr. C. B. Bowyer, 

President of the Medical Society of Virginia, who 
was recently confined to Johnston Memorial Hos- 
pital, Abingdon, on account of illness, has improved 
sufficiently to return to his home at Stonega, and is 
resuming his work by degrees. 


Dr. William L. Davis, 
Recently of Norfolk, 
work at the Margaret Hague 

N. J. 


is now engaged in special 
Maternity Hospital 


1 Jersey City, 


Medico-Legal Conference and Seminar. 
I. Conference 

The Massachusetts Medico-Legal Society in con- 
junction with the medico-legal departments of Har- 
vard, Boston University and Tufts Medical Schools 
has arranged for an all-day conference to be held 
at the Mallory Institute of Pathology, Boston City 
October 4, 1944. It will 


include lectures, demonstrations, and informal dis- 


Hospital, on Wednesday, 


cussicns concerning many subjects in legal medicine, 
particularly stressing some of the more recent pro- 
cedures. This meeting will be open to any registered 
physician, lawyer, police official, senior medical stu- 
dent or other medical investigator who may be in- 
terested and care to register. No limit in number 
has been made. There will be no fee for registra- 
tion. While advance application is not essential, it 
would be helpful to those arranging the conference 
if notice of intention to attend be sent prior to Oc- 
tober 1 to Dr. W. H. Watters, Department of Legal 
Medicine, Harvard Medical School, Boston. 
II. Seminar 

The Harvard Medical School, for Grad- 

uates, with the co-operation of the Medical Schools 


of Boston University and Tufts College offers a 


Courses 


seminar in Legal Medicine to occupy the entire week 
of October 2-7, inclusive. It is planned particularly 
for medical examiners and coroners physicians but 
will be open to any other suitable graduate of an 
approved medical school. 

The course will be practical rather than theoreti- 


cal and will consist of autopsy demonstrations, tech- 
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nique and interpretation of laboratory tests, study 


of the day-by-day cases of a medical examiner 


round table conferences, and the many subjects poy 
included in the widening field of legal medicine 
In order that each participant may receive the mayi. 
mum benefit, the enrollment has been limited to ff. 
teen. For the seminar the fee is $25. Application 
should be made on or before October 1 to Harvard 
Medical School, Courses for Graduates. 25 


Street, Boston 15, 


Wanted. 


Registered technician for office work. 


Shattuck 
Massachusetts. 


Hours 9-5 
No night 
with ref- 
East Cl 


afternoons off. 
py 
, care this journal, 1200 


(Adv.) 


Thursday and Saturday 
nor Sunday work. Salary $200.00. 
erences, to “LFH” 


Street, Richmond 19. 


Obituaries 


Dr. William A. Harris, 

Prominent physician of Spotsylvania, died Ma 
25. He was sixty-six years of age and a graduat 
of the Medical College cf 1901. Dr 


Harris served for three terms in the General Assen- 


Virginia in 
bly as a delegate from Fredericksburg and Spotsyl- 
vania County. He was formerly county coroner, st- 
retary of the Board of Public Roads, and Count) 
Health Officer, as well as a member of the Board ot 
Visitors of VPI. Dr. 
Medical Society of Virginia. 
children survive him. 

Dr. William Alexander Lambeth, 


A member of the faculty of the 
Virginia for more than forty-five years and a leat 


Harris was a member of th 


His wife and several 


University 


ing figure in Southern and intercollegiate athletics 
died June 24. He received his medical degree from 
the University of Virginia in 1892 and served 48 
professor of materia medica and hygiene and 4 

head of the department of physical education and 
director of athletics. Dr. Lambeth was widely know 
for the thirty years he guided Virginia athletic teams 
to national prominence. He had served in nation 


and international athletic organizations. 

















TUCKER HOSPITAL “2337820 


RICHMOND, VIRGINIA 


Private hospital for neuropsychiatric and endocrine cases under the charge of 
Drs. Beverley R. Tucker, Howard R. Masters and James Asa Shield. 























STUART CIRCLE HOSPITAL 


413-21 Stuart CircLe 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G, Brown, JR., M. D. Cuar ces R. Rosins, M. D. 
OsporNE O. AsHworTH, M. D. Stuart N. MicHAux, M. D. 
Manrrep CALL, III, M. D. A, STEPHENS GRAHAM, M. D 
M. Morris Pinckney, M. D. CHARLES R, Rosins, Jr., M. D 
ALEXANDER G. Browy, III, M. D. CARRINGTON WILLIAMS, M., D. 


p Urological Surgery: 

Obstetrics: FrANK Po tg, M. D. 

Wm. Durwoop Succes, M. D. MARSHALL P, Gorpon, Jr., M. D. 

Spotswoop Rosins, M. D 
Oral Surgery: 
Ophthalmology, Otolaryngology: icoradcadiasemasigces atin 

W. L. Mason, M. D. Pathology: 

REGENA Beck, M. D. 


Pediatrics: Roentgenology and Radiology: 
Accie S. Hurt, M. D. Frep M. Hopcegs, M. D. 
Cuas. Preston Mancum, M. D. L. O. Sneap, M. D. 
R. A. Bercer, M. D. 


Physiotherapy: Director: 
MartHa Homes, R. P. T. T. Mase E. Montcome_ry, R. N., M. A., 
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WES: 7B ROOK | 


ESTABLISHED tgtt RICHMOND, VIRGINIA 





For the Treatment of Nervous and Mental Disorders CX ; 
and Addictions to Alcohol and Drugs G > 





THE STAFF = ~ - 
Jas, KOMALL, M.D. “PAUL Y. ANDERSON, M.D. AAPLIiTERATURE 
ASSOCIATES Ze 


©. ©. DARDEN, 0 EDwaaD H LIAMS, M.D. 
») canvest 4 ALDERMAN, M.D. REX BLAN KINSHIP, M.D. 


) g 
































SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 





A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


James P. Kino, M.D. Joun C. Kine, M.D. James K. Morrow, M.D. W. D. Martin, M.D. 
(On leave to USNR) 














— 
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JEFFERSON HOSPITAL AND TRAINING SCHOOL FOR NURSES 


ROANOKE, VIRGINIA 


A Fully Equipped General Hospital for the Care of Medical and Surgical Cases 


No Drug Habitues, Contagious or Mental Cases received 
For further information address WILLIAM J. LEES, Superintendent. 


























ST. ELIZABETH’S HOSPITAL 


RICHMOND, VIRGINIA 





STAFF 
promenes Tiaeeseey MD... nnncassadendewaciuencnedmnimee Surgery and Gynecology 
| “a 2 anna General Surgery and Proctology 
OE NE Se See a Pe EES en ae! General Surgery 
OES a PEE et): a an ene ee ee mpm eee Pelee e ES Internal Medicine 
Se ae SS |: ee cee en Seer, Consultant in Internal Medicine 
Austin I. Dopson, M. D. Urology 
Cuar_tes M. NELSON, ES ee eS ERS eee ee ery IS i Pere Urology 
NN ER So adhaibwain einer <ceeiedwosasnuncudaee Roentgenology 
L. O. Sneap, M. D. Roentgenology 
R. A. Bercer, M. D. Roentgenology 
OE a aide onl ene men aee eee Medical Illustration 


VISITING STAFF 
Harry J. WarTHEN, Jr., M. Surgery 
RIE EE RSS NR Ae aie oe hee em er pn ere eee et nk Internal Medicine 
ES de PEGE CONES TS) RS Ra AE Pa Sneath ten ae hee Sr See Internal Medicine 
nea OP COME ER BO a vi cititdlamaeoebanneseeaneninaweacaeness ages Urology 
Howe.t F. SuHannon, D. M. D. Dental Surgery 


ADMINISTRATION 
LE SARS ee a, Ne a SOE 3usiness Manager 
The Operating Rooms and all of the Front Bedrooms are completely Air-Conditioned. 


SCHOOL OF NURSING 


The School of Nursing is affiliated with Johns Hopkins Hospital School of Nursing in Balti- 
more for a three months’ course each in Pediatrics and Obstetrics. Address: Director OF 
Nursinc Epucation, 
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McGUIRE CLINIC 


ST. LUKE'S HOSPITAL 
RICHMOND, - - - - - - - - VIRGINIA 


. . . MEDICAL AND SURGICAL STAFF... 


General Medicine Urology Obstetrics 


James H. Smiru, M.D. Austin I. Dopson, M.D. H. C. Spatpinc, M.D. 


W. Hucues Evans, M.D. 
Hunter H. McGurre, M.D. Cuas. M. Newson, M.D. James M. Wurrrietp, MD. 
MarcareT Noctinc, M.D. 


Otol 1 
Joun P. Lyncu, M.D. fiat seoiieons 


Roentgenology 

Tuos E. Hucues, M.D. _ Ltovp T 

Orthopedic Surgery J ABB, M.D. 

Wa. Tate GrauaM, M.D. ees pms ian — —. aa 
Ames T. Tucker, M.D. TUART DACGURRE, D1.D. OHN Bett Witiams, D.D.S. 

J W. Lownpes Pzpte, M.D. Guy R. Harrison, D.D.S. 


Pathology Wesster P. Barnes, M.D. Ophthalmology 
J. H. Scherer, M.D. Puitie W. Open, M.D. Francis H. Lege, M.D. 




















Medical College of Virginia 


Hospital Division 

secisied, ‘Vaostute JOHNSTON-WILLIS 
HOSPITAL 

RICHMOND, ¢_ VIRGINIA 


Single private rooms and rooms for 
two and four patients on the private 
floors are provided at reasonable rates. 


Accommodations for treatment of pa- Bo 
tients in public wards are also available. 


Medical College of Virginia 
Hospital A MODERN GENERAL HOSPITAL 
Dooley Hospital PRIVATELY MANAGED 


a Pomp Mesphal SITUATED IN THE QUIET OF THE 
mipationt Department WEST END RESIDENTIAL SECTION 


RoBERT SMITH HupceENs, Director 
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facts and figures 


The annual crop of ragweed pollen in North 
America weighs more than 2 BILLION POUNDS. 





_~ A single teaspoon holds more than 1 BILLION PARTICLES 
4\__ of ragweed pollen. 


© Of 


As few as 6 PARTICLES of ragweed pollen can pro- 








duce hay fever symptoms. 


Hay fever patients usually receive immediate symptomatic 
relief following just 2 INHALATIONS in each nostril from 


Benzedrine Inhaler. 





Each tube is packed with racemic amphetamine, S.K.F., 
250 mg.; oil of lavender, 75 mg.; menthol, 12.5 mg. 
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Penicillin-C.S.C.— available as 
penicillin calcium as well as peni- 
cillin sodium—is packaged only in 
rubber-stoppered serum-type vials 
containing 100,000 Oxford Units. 
The vials are used in preference to 
sealed ampuls because they make 
for greater convenience in storing 
the solution and because they les- 
sen the danger of contamination 
after the solution is made. 

Only vials of 100,000 units are 
offered at present because experi- 
ence designates them as the most 
If there IS a 


factor in therapy which may un- 


advantageous size. 
dermine or lessen the remarkable 


therapeutic efficacy of penicillin, it 
may be underdosage. Even if ther- 


apy is instituted late in the course 


of the disease, penicillin in many 


instances will prove effective if ad- 
equately high dosage is used for 
the proper length of time. 

In the conditions so far explored 
and reported, effective dosage in 
some instances will be less than 
100,000 units per day; in many in- 
stances it may have to be several 
times this amount Hence ina 
large percentage of cases the Peni- 
cillin-C S.C. vial of 100,000 units 
will prove most advantageous. 

The convenience of the vial will 
be readily appreciated. After re- 
moval of the tear-off portion of the 
aluminum seal, sterilize the ex- 


posed surface of the rubber stopper 
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in the customary manner, inject 
into the vial 20 cc. of pyrogen-free, 
sterile physiologic salt solution; 
without removing the needle in- 
vert vial and withdraw as many cc. 
of this 5000 units per cc. solution 
for the injection that is to be made 
immediately; store the vial with its 
remaining solution in the refriger- 
ator—it is ready for use when the 
next injection is to be made. 

The concentration withdrawn 


from the vial is 5000 units per cc. If 


a lower concentration is desired, 
modification is easily accomplished. 

If you have not as yet received 
a copy of the “Penicillin-C.S.C. 
Therapeutic Reference Table,” 
showing dosages, modes of admin- 
istration, and duration of treat- 
ment required in the various infec- 
tions in which penicillin is indi- 
cated, write for a complimentary 
copy now. You will find it a valu- 
able aid in familiarizing yourself 


with penicillin therapy. 





PHARMACEUTICAL DIVISION 


(OMMERCIAL SOLVENTS 
Corporation 








17 East 42nd Street 
New York 17, N.Y. 


Penicillin Plant 
Terre Haute, Ind. 








Cherapeutic Reference Table. . . Penicillin-C. §. C. 
CONDITIONS IN WHICH PENICILLIN IS THE BEST 
THERAPEUTIC AGENT AVAILABLE 








1. All staphylececcic infections with and without bacteremia: 


Chrome Csteomyebtis 


ybuncles ,Soft Tissue latramuscular oF 
cesses Inte 


A page of the “Penicillin-C.S.C. 
Therapeutic Reference Table”, 
showing recommended dosages 

and modes of administration; o 
copy is yours for the asking. 





At WO. Asosiees 
‘Gagicorion Bere 8-18-44 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 





PRESIDENT SECRETARY TIME OF MEETING 


O. R. Fletcher, Sanford . » ik 
ss. 7. o<2---------- W. W. Waddell, Jr., University .W. R. Mason, University 
gg Me AT 
Alexandria City -...-.........S. H. Williams, a a Abramson, Alexandria...Monthly. 
Alleghany-Bath pr emenenene A. Houff, Clifton Forge..._.K. Hawkins, "Clifton Forge..Bi-Monthly. 
Coun’ . M. Habel, Jetersville J L: Hamner Mannboro. 
aren E. Payne, Arlington__--~--~-. J. A. Cope, Arlington January, April, July, August. 
A. M. McLaughlin, Waynesboro-George Kinser, Waynesboro-...February, May, August, November, 


M. P. Rucker, Bedford_.......W. V. Rucker, Bedford. 
L. A. Micou, Eagle Rock........E. B. Morgan, Fincastle. 





Charlotte County ..........-.. C. M. Nicholson, Charlotte C. H.J. R. Bailey, Keysville......... 
Clineh Valley Med. Society.....cC. H. Henderson, Norton_.......C. B. Bowyer, St Spring and Fall. 
Culpeper County ............. --.J. L. Stringfellow, Culpeper_.... K. Burnette, Culpeper_..._... 





Danville-Pittsylvania -......... J. ‘. Meal, Thamville...nccscncese P. W. Miles, Danville 
_ County Division es . Hamner, Chatham... _._. G. V. ha: 
Counties__.J. C. TEE, Pa Riccnscnnenss T. C. Suthe = Haysi 





Elizabeth City County R. H. Wright, Phoebus__....... J. Lee Mann, Hampton 


Fairfax County --------------- E. S. Waring, Fairfax.....-..Alice Keissling, Falls Church..February, May, August, November. 
Fauquier County Stewart McBryde, Manassas__--J. ig Folk, -. -penamamemgmereaeas 

OE ES eee S. T. Yeatts, Floyd F. C. Bedsaul, Floy i 

Fourth District and Southside_._T. S. Jennings, Waverly___---- Cc. E. Martin, Baia 5 times a year. 

Fredericksburg Med. Assn..-~-- F. C. Pratt, Fredericksburg....L. A. Busch, Fredericksburg....Monthly. 


Cc 

. P. Bailey, Nathalie W. C. Brann, South Boston 
A. Wright, Doswell_......_._.J. D. Hamner, Ashland... 
T. Brickhouse, Hopewell_...W. M. Phipps, Hopewell 


Isle of Wight County 
James River Med. Society . i i Garland Dyches, Dillwyn_......Quarterly. 


OE ee aaa + H. Dellinger, Pennington Gap.C. H. Henderson, Bonny Blue_- 
oO. G. H. b “Monthly. 
= G. Byrd, Louisa E. B. Pendleton, Cu 
. H. Rosenthal, Lynchburg----L. R. O’Brian, Jr. Lynchburg-.Monthly. 


Mecklenburg Count; H. H. Braxton, Chase City 

Med. Assn. Valley a Virginia__T. Rolston, New Hope H. W. Miller, 

Med. Soc. Northern Virginia C. O. Dearmont, White Post-_ 

Medical Society of Virginia_...c. B. Bowyer, § Agnes V. Edwards, Richmond__ Richmond, Oct. 23-25, 1944. 
Mid-Tidewater Med. Society.... H. A. Tabb, Gl ti M. H. Harris, West Point. January, April, July, October. 





Nansemond County -..........E. C. Joyner, Suffolk . 
Nelson County Miller, 
Norfolk Gounke Van scatideree tied --Claiborne Willcox, Norfolk . B. Scott, Norfolk Semi-Monthly 
Northampton oni om J. M. Lynch, Cape Charles W. C. Henderson, Nassawadox__Quarterly. 
Ni M. C. Oldham, Kilmarnock_...Lee S. Liggan. Irvington Spring and Fall. 


Genes: GH cnncucacnccacce 
Patrick-Henry Counties R. H. Walker, Martinsville___.-T. H. Dickerson, Martinsville__.January, April, July, October. 
Piedmont Med. Society. 


ee 4 Harris, Scottsville -.....E. D. Davis, Crozet 
Princess Anne County ~........R. W. Woodhouse, Va. Beach..R. A. Stata, Ocea 


Richmond Academy ..-~....---- E. H. Terrell, Richmond Mary N. Godbold, Richmond_...2nd and 4th Tuesdays. 
 — — L. D. Keyser, Roanoke_-----~- D. S. Garner, Roanoke Ist and 3rd Mondays. 
E. P. Tompkins, Lexington_-_ 
County a Grant Preston, Harrisonburg- Chas. C. Powel, Harrisonburg_.2nd Mondays, Feb., May, Aug., Nor. 
latte --T. G. Smith, Lebanon, R. D.....W. C. Elliott, Lebanon, R. D 


I CIN dad ccteniniepemmstinintsandion C. R. Fugate, Clinchport 

Seaboard Med. Assn. ..........M. A. Pittman, Wilson, N. C...C. P. Jones, Newport News Wilson, N. C., 1944. 

Sect Piscnnse et, Soci Bavans Mkt, Hovelbane —F" G: Mente igncers’ Seine tee ale” 
~ ~--Bernar yle, chburg...F. O. pring an 

Southwestern Virginia A. B. Graybeal, Marion_--~-..- G. C. Williams, Pearisburg--..April an 


Tazewell County --~..--. cea ee Witten, N. Tazewell_..-.J. A. Robinson, Richlands__..~- 
Tri-State Med. Assn. Va. & N. C.. £ Pace, Greenville, N. C a Northington, Charlotte, Columbia, S. C. 1945 


Orthopedic Society_......- J. B. Dalton, Richmond-_-_-__--~~-_ J. T. Tucker, Richmond Richmond, Oct. 23-25, 1944. 
i E. A. Harper, Lynchburg Roly Gardner, Richmond Richmond, Oct. 23-25, 194. 
; H. Wright, Phoebus 
iological Soe w. Flanagan, Richmond i , . 28-25, 1944. 
Soc. Chest aw er) B. Stafford, Sanstoriam_---E e Harper, Richmond 
Society of Obst. & Gyn... A. L. Carson, Richmond___---. L. L. Shamburger, Richmond__Richmond, Oct. 23-25, 
Society of O. L. & O —— R. Gorman, Lynchburg__Thos. E. Hughes, Richmond_--- 
Va. Urological Society.......-- . B. Washington, Richmond__._W. W. Koontz, Lynchburg Richmond, Oct. 23-25, 


Paul Hogg, Newport News-..-E. D. Blechman, Newport News_Monthly. 
Willlamabure-Jomes City . Sneed, Toano L 8. 
Wise County Glen Foster, Stonega_..._._._...W. B. Barton, Stonega. 
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,. may I suggest you 
buy more 
U. S. War Bonds today? 





it’s always a pleasure 


Distilled in peace time and Bottled in Bond 4 A 2 - 
onder the supervision of the U. S. Government. & s 
% 





sree (872, 


the gold medal whiskey 


We 





Kentucky Straight Bourbon Whiskey, Bottled in Bond, 100 Proof, Bernheim Distilling Co., Inc., Louisville, Kentucky. 











CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
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OF I 


TAMPAX 





Facts for the patient 
inquiring about the 


AFETY 


Tampax menstrual tampons are more 
than merely adequate for catamenial 
protection...they possess a wide margin 
of safety, particularly on prolonged use. 

Careful and extended research by au- 
thorities in different parts of the coun- 
try—involving studies on bacterial flora, 
hydrogen ion concentration, vaginal 
mucosal biopsies, glycogen determina- 
tions and gross examinations in hun- 
dreds of cases—has failed to reveal 
any untoward results from the regular 
use of this form of menstrual hygiene. 

For instance, one investigator’ re- 
ports, “By exact research in 218 women 
who wore tampons regularly during 
their menstruation for one year and 
over, no production of irritation or 
discharge, vaginitis or cervicitis was 
found.” 

Another’ states that, in 110 subjects 
using tampons throughout each period 
for a minimum of one year to a maxi- 


NTERNAL MENSTRUAL PROTECTION 


mum of two years, “there was no evi- 
dence of any irritation of the cervix or 
vagina by the tampon.” 


A third clinician’ (with a series of 21 
subjects) writes that “no evidence was 
observed of any infection carried by 
the tampons.” 


Finally, the general consensus would 
seem to indicate that intravaginal men- 
strual protection will not cause block- 
ing of the flow or cramps—rather that 
“campons actually acted as a wick to 
draw away the blood from the cervix.” 


Thus, Tampax can be. soundly rec- 
ommended to patients of menstruating 
age—on the basis that “the evidence is 
conclusive that the tampon method of 
menstrual hygiene is safe, comfortable 
and not prejudicial to health.” 

(1) West. J. Surg., Obst. & Gyn., 51:150, 1943. 
(2) Am. J. Obst. & Gyn., 46:259, 1943. (3) 


Clin. Med. & Surg., 46:327, 1939. (4) Med. 
Rec., 155:316, 1942. 


accepted for advertising by 
the Journal of the American Medical Association 





TAMPAX INCORPORATED wname 


PALMER, MASSACHUSETTS 


Please send me a professional supply 
of the three absorbencies of Tampax. 
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Im sory 
| invented — 
the pocket! 


F I HAD KNOWN that some Americans 
would be using pockets to hold all the 

extra money they’re making these days, I 
never would have invented them. 

Pockets are good places to keep hands 
warm. 
Pockets are good places to hold keys... 
and loose change for carfare and newspapers. 

But pockets are no place for any kind 
of money except actual expense money 
these days. 

The place—the only place—for money 
above living expenses is in War Bonds. 


Bonds buy bullets for soldiers. 

Bonds buy security for your old age. 

Bonds buy education for your kids. 

Bonds buy things you'll need later—that 
you can’t buy now. 

Bonds buy peace of mind—knowing that 
your money is in the fight. 

Reach into the pocket I invented. Take 
out all that extra cash. Invest it in interest- 
bearing War Bonds. 

You’ll make me very happy if you do. 

You’ll be happy too. 


"WAR BINDS to Have and tn i 


This is an official U.S. Treasury advertisement—prepared under auspices of Treasury Department 
and War Advertising Council 
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They stand alone in sadness and 
disappormtment .. women whose 
hopes have been blighted iy 
repeated spontaneous abortions 
due to corpus luteum hormone 


defierency 


BUT THEY NEED NOT STAND 
\LONKE. Their uncertain preg- 
naneres can be protected, and 
safe-carriage to term assured 
with Proturon and PRaNnone. 
pure ¢ rvstalline preparations for 


corpus luteum hormone therapy. 


PROLUTON pure crystalline 
progesterone for intramuscular 
Injection. ampules containing 


) 


|, 2.0.and 10 me. 


PRANONI anhydrohydroxy- 


progesterone) for oraluse, tablets 


] 
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The macrocytic anemtias 
MN pregnancy 
respond to 





Solution 
LIVER EXTRACT 
Sederle 











ACROCYTIC ANEMIAS in pregnancy resemble 
M other macrocytic anemias. This type of 
anemia frequently responds best to a complete anti- 
pernicious anemia regime, including the injection 
of liver extract, vitamin therapy, a diet adequate in 

protein, and iron by mouth when there is evi- 
dence of hypochromia. 
REFINED SOLUTION LIVER EXTRACT Lederle is 
a potent preparation of the antianemia sub- 
stance which, because of exceptional care and 
expense in preparation, causes a minimum of 
discomfort at the time of injection. Use of this 
liver extract may be expected to result ina 
prompt reticulocytosis, a progressive reversal 
of the abnormal erythrocyte picture, and 
simultaneous correction of symptoms. 


PACKAGES: 

REFINED SOLUTION LIVER EXTRACT 

(1) 1-10 cc. vial (5 U.S.P. XII injectable units 
per cc. 

(2) 1-5cc. vial (10 U.S.P. XII injectable units 
per cc. 

(3) 1-10 cc. vial (10 U.S.P. XII injectable 
units per cc.) 

SOLUTION LIVER EXTRACT 

(4) 3-3 cc. vials (10 U.S.P. XII injectable 
units each vial) 

SOLUTION LIVER EXTRACT CONCENTRATED 

(8) 3-lcc. vials (15 U.S.P. XII units each) 

(6) 1-10 cc. vial (150 U.S.P. XII units) 


A UNIT OF 


LEDERLE LABORATORIES | tencw 


COMPANY 
$0 ROCKEFELLER PLAZA. NEW YORE 20 
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How DRYCO meets 
infant feeding needs... 


New Improved DRYCO is a scientifi- 
cally adjusted milk food, designed only 


protein, low-fat content, it can be used 
for infant nutrition. Because of its high- 


alone, with carbohydrate, with milk, or 
with milk and carbohydrate. 


ved 


i f 
o is made © 
4 de of —DRYC vel 
RYCO is mace age 
pores . uality whole milk and genet ae 
pos ail substances except pro- 
no non-m1 
7 3 i le po- 
vitamin D. 5 _ 
DRYCO - 
timal nutrition, arenes 
ees of vitamins A, Bu, Ba and D, 
ten 
milk minerals. 


RYCO is 
2 pRYCO-— New Improved D 
ge water. 
ale soluble in cold or warm ee _ 
“' cribe one leveled ea eho 
"od i ufficie 
i daily, plus s ae teti 
path — needs. (One tablespoon DR 
meet ca ; 
poo 31% calories.) 


DRYCO is made from spray-dried, 
superior quality whole milk and 
skim milk. It supplies 2500 U.S.P. 
units of vitamin A and 400 U.S.P. units of 
vitamin D per reconstituted quart. For infor- 
mation, write Borden’s Prescription Products 


Division, 350 Madison Ave., New York 17, 
New York. 


A BORDEN PRESCRIPTION PRODUCT 


Available at all drugstores 
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Through all the years, the name Koromex has always 

stood for dependability. Koromex Jelly today has 

attained its highest spermicidal effectiveness. Koromex Cream 
(also known as H-R Emulsion Cream) is equally effective, 

and is offered as an aesthetic alternative to meet the physiological 
variants. Prescribe Koromex with confidence. Write for literature. 


HOLLAND-RANTOS COMPANY, INC. ¢ New York, Chicago, Los Angeles 
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SEDATIVE wo 
HYPNOTIC 


he potentiation of the central action of phenobarbital by the 
belladonna alkaloids (Friedberg, Arch. f. exp. P. & P. CLX, 
276) renders possible attainment of desired effects with rela- 
tively small doses, thus avoiding “hang over” and other 
unpleasant side-actions. In contrast to galenical preparations 
of belladonna, such as the tincture, Belbarb has always the 
same proportion of the alkaloids. 


Indications: Neuroses, migraine, functional digestive and 





circulatory disturbances, vomiting of pregnancy, menopausal 
disturbances, hypertension, etc. 

9° 
Formula: Each tablet contains 14 grain phenobarbital and the three 
chief alkaloids, equivalent approximately to 9 minims of tincture 
of belladonna. 


Belbarb No. 2 has the same alkaloidal content but 14 grain pheno- 
barbital per tablet. 


CHARLES €. HAS Kee @ CO., ENC., RICHMOND, Piaeeinegeg 
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Council Accepted 


In Congestive Heart Failure 


For the reduction of edema, to diminish dyspnoea and to strengthen 
heart action, prescribe Theocalcin, beginning with 2 or 3 tablets t.i.d., 
with meals. After relief is obtained, the comfort of the patient may 
be continued with smaller doses. Well tolerated. 





Th Icin, brand of theob ine-calcium salicylate, 


Trade Mark reg. U. S. Pat. Off. Available in 74 grain tablets and in powder form, 


Zilhuber-Knoll Corp. Orange, N. J." 


CORP ee dF TL DIO cea siti: i i 








— ~ TANDBY MODEL 


--- AS THOUSANDS D0 


Thousands of doctors and hospitals have shown their genuine 
approval of The STANDBY Model Baumanometer by buying it. al 
Hundreds of hospitals have re-ordered. Many outstanding in- SPECIFICATIONS 
stitutions have equipped throughout with it. 





Calibration 300 mm. 

Size 38%” high x 11)4” wide at base, 
EXACTILT Scale permits maximum 
reading efficiency from standing or sit 
ting position. 


Three factors have influenced this widespread adoption— its 
unique practical features--its extreme convenience—its precise 
accuracy. Moreover, its EXACTILT Scale, utilized for the first 
time in any mercury-gravity bloodpressure instrument, is per- 
manently set at the EXACT angle to insure maximum reading 
efficiency from standing or sitting position. Complete—it can be Weight 7 Ibs., including complete Latex 
used quicker and easier than ever before. Compact—it is never inflation system—six feet tubing. Ad 
in the way. Portable—it can be moved any place with the ditional 3 lbs. weight for base optional 
utmost ease. —no extra charge. 


When you purchase The STANDBY Model you have the satis- Die-cast Dowmetal (Magnesium). Base 
faction of knowing that you have an instrument developed with die-cast in zinc. 
the specific needs of the doctor’s office and hospital in mind. . Pe 
a floor model to render complete, efficient and economical blood- Hard wear-resisting baked enamel two- 
pressure service to a degree never before obtainable—in the tone gray finish. 
office, private room, ward, operating room or out-patient depart- 
ment. 


Commodious compartment for inflation 
system forms perfect handle for carry- 
ing. 

Individually calibrated, accurately ree 
terchangeable Cartridge Tube complete 
ly recessed in metal. 

Lifetime guarantee against glass break. 
age for individual purchaser's lifetime. 


POWERS & AN DERSON Built to withstand hospital usage. 
Richmond, Norfolk, Roanoke, Lynchburg, Va. — Tikchoe —~< roa 
TODAY’S BEST BUY —————_ U. S. WAR _ BONDS 











—— 





40 
In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 














1 


tion 
rry- 


in- 


ak. 
me. 





ie. 


o Soced the Day 


The promise of penicillin . . . precious, 
life-saving antibiotic derived from Peni- 
cillium notatum ... will not be fully 
realized until this drug is available in 
sufficient quantities to work its miracles 
in every city, town, and hamlet in the 
country. 

Cheplin Biological Laboratories are 
actively engaged in the production of 
penicillin and are making intensive 
efforts to increase its output to the point 
where all restrictions on its civilian use 
can be removed. We are doing our ut- 
most to speed the day when this drug 
will be found in every physician’s bas 
and every pharmacist’s prcscription 


room. 


- CHEPLIN 


BIOLOGICAL LABORATORIES, INC. 


(Unit of Bristol-Myers Company) 
SYRACUSE, NEW YORK 
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